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New (sth) Edition 
LEVINE — CLINICAL HEART DISEASE 


In this New (5th) Edition, a great cardiologist gives you a 
straightforward account of how he manages his heart patients 
today. Dr. Levine writes for the general practitioner and for 
medical men everywhere who see heart cases. His book gives 
you a close view of everyday cardiac diagnosis and bedside 
treatment of direct value to the patient. 


Dr. Levine presents each disease individually—in its entirety. 
He gives you the complete symptomatology and stresses the 
art of clinical observation. He details precisely the methods 
of examination, their technic and tells which one to use and 
what it reveals. Not a single phase of medical treatment has 
been neglected. You will find dozens of methods—the actual 
management—that the author is using so successfully in his 
own practice. 


Features of this New (5th) Edition include: 

® New material on cardiac surgery in both congenital and 
acquired disorders of the heart. 

® Today’s management of the patient with myocardial in- 
farction—with its less stringent restriction of physical activity. 
® Advances in electrocardiography and vectorcardiography 
incorporated in the 200-page chapter on Clinical Electrocar- 
diography. 

® More than 900 electrocardiograms on every possible heart 
condition—with interpretations of their clinical significance. 


By SAMUEL A. LEVINE, M.D., F.A.C.P., Clinical Professor of Medieime, 
Harvard. Medical School; Physician, The Peter Bent Brigham Hospital, Boston; 
Consultant Cardiologist, Newton-Wellesley Hospital; Physician, New England 
Baptist Hospital. About 646 pages, 644x9%", with 914 electrocardiograms. 
About $9.00. New (Sth) Edition—Ready January, 1958 


™——USE HANDY SAUNDERS ORDER FORM ON PAGE 113 ———~> 


| 
| 
| 
| 
; 
{ 
4 
{ 
| 


in arthritis, BUF FERILN. because... 


...in the majority of your arthritic cases BUFFERIN alone can safely 
and effectively provide adequate therapeutic control without resort- 
ing to the more dangerous cortisone-like drugs. 

... BUFFERIN is better tolerated by the stomach than aspirin, espe- 
cially among arthritics where a high dosage, long term salicylate 
regimen is indicated. 

... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 

...even in the relatively few cases where steroids are necessary, use “ 
of BUFFERIN will allow proper flexibility for individual dosages. 

... BUFFERIN is more economical for the arthritic who requires a long 
period of medication. 

... BUFFERIN contains no sodium, thus massive doses can be safely 
given without fear of sodium accumulation or edema. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid 
5 grains, and the antacids magnesium carbonate and aluminum glycinate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 


cit 
Ge 


Ordinary desiccated thyroid and thyroid frac- 
tions have one thing in common: they some- 
times produce a highly uneven calorigenic 
effect. Ordinary thyroid may drop the patient 
from a “high” of nervousness and tachycardia 
to a “low” of clinical ineffectiveness. And thy- 
roid fractions tend to cause a far too rapid 
rise in the metabolic rate (with a consequent 
risk of cardiac involvement or other compli- 
cations) followed by a sudden and marked re- 
lapse and distressing withdrawal symptoms.*” 


neither too much nor too little: Proloid, since 
it is highly purified and rigidly standardized, 
avoids not only the discomfort and danger of 
too much response, but also the disappoint- 
ment of too little. At the same time, Proloid 
offers the complete thyroid complex, thus as- 


NO therapeutic roller coaster 


suring the benefits of all the thyroid principles. 


smooth, predictable clinical response: Proloid 
gives the physician close control over therapy, 
permitting him to achieve the desired results 
tablet after tablet, bottle after bottle. Today, © 
as through the years, Proloid is preferred 
whenever thyroid therapy is indicated. 


Average daily dose: 


Myxedema...... 
Subclinical hypothyroidism ....... Ilto3gr. 


Infertility (male and female) ...... 1to3gr. 
Menstrual dysfunction.......... lto3gr. 
Threatened abortion ........ I%to3gr. 


References: 1. Beierwaltes, W. H.: J. Michigan M. Soc. 
55:180 (Feb.) 1956. 2. Frawley, T. F.; McClintock, J. C.s 
Beebe, R. T., and Marthy, G. L.: J.A.M.A. 160:646 (Feb. 25) 
1956. 


Proloid 


the total thyroid complex 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JouRNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 
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PLEASE WRITE TO THE EDITOR 
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rheumatoid arthritis 
METICORTELONE 


...fapidly reduces swelling, tenderness and pain on motion 


... overcomes disabling muscle spasm 


...maintains therapeutic benefits by minimizing the sodium retention, 
edema and potassium loss associated with older corticosteroids 


buff-colored tablets of 1, 2.5 and 5 mg. : . 4 
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MELACAST 


resin plaster of Paris bandage — 


*Trademark 


_check these added advantages: 


ready to US@-—just dip, squeeze and apply... requires half as many bandages as 
ordinary plaster casts 


correct drying action—no waiting... allows trimming time, then hardens to 
full strength promptly 


makes more comfortable, better-looking casts —iighter, 
thinner, smoother...yet much stronger than heavier, clumsier casts 
of old-style plaster 


makes more durable casts — retains strength despite humidity, never 
crumbles or grows soggy...resists water, urine, perspiration, mold 
remains odor-free 


costs less per cast than plain plaster! 


Next time you need plaster bandages, specify modern, easier-to-use MELACAST in the 
new, plastic-lined, moisture-proof package . . . another outstanding development from 
Surgical Products Division. 


SURGICAL PRODUCTS DIVISION, AMERICAN CYANAMID COMPANY, DANBURY, CONNECTICUT 


PRODUCERS OF DAVIS & GECK SUTURES 
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rediscovered: 


the female urethra 


newer knowledge of its structure and 


cytology provides a clearer understanding 


of its important role in pelvic distress. 


Schematic construction of female urethra 
demonstrating extensive network of peri- 
urethral glands, ending in numerous blind 
pockets. Drainage is into the urethra through 
small openings along its length, and into 

the para-urethral (Skene’s) ducts. 


1. Recent anatomic studies of the female urethra 
- demonstrate a high susceptibility to infection. 


A changing concept—The female urethra “was formerly considered only to be a 
short, simple, straight tube which served solely to empty the bladder. Recent studies 
have changed our notions coneerning this . . . . sections through the urethra and its 


surrounding tissues have shown numerous glands.”’! 
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Tortuous, with many interconnections but relatively poor drainage, these glands 
“form ideal foci for chronic infection.”! Periurethral gland infection is followed by 
infiltration and thickening of the urethral wall, hypertrophy and granulation of the 
urethral mucosa, and constriction of the urethral lumen. The trauma of childbirth 
and coitus further invites infection of these delicate structures, which are exposed 
to vaginal and recta] discharges “from the period of diaper life to old age.”! Thus, 
the urethra is not only a portal of entry for urologic infection, but the site of patho- 
logic change “more frequently than any other portion of the female urinary tract.’ 


Unrecognized source of pelvic symptoms—Prevalent as it is in women, chronic 
urethritis “can be easily overlooked” because of the frequency with which the pain 
and discomfort are referred to other areas. In addition to obvious urinary tract 
symptoms such as frequency, urgency, pain and burning on urination, chronic 
urethral infection is often responsible for pain in the lower abdomen and pelvis, 
lumbosacral region or upper thighs. 


BACTERIAL URETHRITIS YIELDS QUICKLY TO 


FU RACIN® Urethral Suppositories 


brand of nitrofurazone 
Insertion of these suppositories provides gentle dilation; the local anesthetic, 
diperodon, affords prompt and sustained relief of pain.* The antibacterial, FURACIN, 
achieves wide-spectrum bactericidal action without tissue toxicity. Each suppository 
contains FURACIN 0.2% and 2% diperodon* HCl in a water-dispersible base. Her- 
metically sealed in silver foil, box of 12. 

onl 


The Nitrofurans—a unique class of antimicrobials ... Products of Eaton Research 


Journat A.O.A. 


3. Exfoliative cytology explains frequency of dyspareunia 
and other pelvic complaints in postmenopausal women. 


Senile urethritis: often encountered, seldom described—A little known phenomenon 
has recently been reported by Youngblood and his colleagues.*5 Examining smears 
of epithelial cells from the urethrae of postmenopausal women, they found the same 
absence of normal, cornified, pyknotic squamous cells as in the vaginal smears, 
resulting from estrogen deficiency. Leukocytes and even erythrocytes were usually 
present, as in senile vaginitis. Along with these cytologic alterations, endoscopic 


examination revealed a hyperemic and atrophic urethral mucosa. 


“Senile” urethritis is a common cause of dyspareunia, dysuria and other pelvic dis- 
comfort in postmenopausal women. Even when the urethra is recognized as the 
trouble spot, these women frequently fail to obtain relief because the underlying 
involutional nature of the urethritis is unsuspected, and antibacterial measures 
alone are employed. The lesion may resemble closely that of nonspecific urethritis. 


“Progressive histologic normalization” parallels rapid symptomatic relief with new 
Furestrol Suppositories. In their investigations, Youngblood and co-workers*5 
treated 120 postmenopausal, involutional urethritis patients with FURACIN Urethral 
Suppositories containing, in addition, 0.1 mg. of diethylstilbestrol. All showed prompt 
alleviation of symptoms, with disappearance of endoscopic signs of irritation. After 
1 to 2 weeks’ treatment, the urethral smears returned to normal, indicating replace- 
ment of the atrophic mucosa with a healthy, stratified squamous epithelium. These 
FURACIN-estrogen suppositories are now available as FURESTROL Suppositories. 


1. Pretreatment urethral smear of postmeno- 
pausal woman with senile urethritis. Basal 
cells with low nucleocytoplasmic ratio are pre- 
dominant, with leukocytes and erythrocytes. 


2. Urethral smear from same patient after 2 
weeks’ treatment with FuRESTROL Supposi- 
tories. The cornified, squamous cells indicate 
a healthy, normal epithelium. 


Ingredients work together—FURACIN eradicated the low grade infection commonly 
present, while the diethylstilbestrol corrected the atrophic tissue changes. The excel- 
lent clinical results achieved with FURESTROL Suppositories could not be approached 
in control groups treated with suppositories from which any of the ingredients— 
FURACIN, estrogen, or diperodon, the local anesthetic—had been eliminated. 


POSTMENOPAUSAL URETHRITIS YIELDS PROMPTLY TO 


NEW FURESTROL "Suppositories 


Provides estrogen to reverse the involutional changes of senile urethritis, plus the 
antibacterial, anesthetic and gently dilating action of the FURACIN Urethral Sup- 
pository. Each FURESTROL Suppository contains FURACIN 0.2%, diperodon+ HCl 
2%, and diethylstilbestrol 0.0077% (0.1 mg.), in a water-dispersible base. Her- 
metically sealed in orchid foil, box of 12. 

REFERENCES: 1. Wharton, L. R. in Campbell, M.: Urology, W. B. Saunders Company, Philadelphia and 
London, 1954, Vol. 2, p. 1390 et seq. 2. Barrett, M. E.: J. M. Ass. Alabama 26:144, 1956. 3. Youngblood, 
V. H.: J. Urol. 70:926, 1953. 4. Youngblood, V. H.; Tomlin, E. M., and Davis, J. B.: Senile urethritis in 


women, J. Urol. (in press). 5. Youngblood, V. H.; Tomlin, E. M.; Williams, J. O., and Kimmelstiel, P.: 
Exfoliative cytology of the senile female urethra, Tr. Southeast. Sect. Am. Urol. Ass. (in press). 
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For 


Speedier Return To Normal Nutrition 


and the Protein Need 


in Renal Disease 


P, revailing opinion holds that during the nephrotic 
state—provided the kidneys are capable of excreting 
nitrogen in a normal manner—the patient should be 
given a diet high in protein (1.5 to 2 grams per kilogram 
of body weight daily). The purpose of such a diet is to 
replace depleted plasma protein and to increase the 
colloidal osmotic pressure of the blood. 

Sharp restriction of dietary salt appears indicated 
only in the presence of edema, but moderate restriction 
is usually recommended. 

Lean meat is admirably suited for the diets pre- 
scribed in most forms of renal disease. It supplies rela- 
tively large amounts of high quality protein and only 
small amounts of sodium and chloride. Each 100 Gm. 
of unsalted cooked lean meat (except brined or smoked 
types) provides approximately 30 Gm. of protein, and 
only about 100 mg. of sodium and 75 mg. of chloride. 

In addition to its nutritional contributions meat 
fulfills another advantageous purpose: It helps make 
meals attractive and tasty for the patient who must 
rigidly adhere to a restricted dietary regimen. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 


JourNnaAt A.O.A. 


PRENATAL CAPSULES LEDERLE 


for an active pregnancy 


NEW better tolerated source of iron—ferrous fumarate—helps re a 


Vitamin D 
eliminate gastric upset. NEW non-inhibitory intrinsic factor as- Pyridoxine (Bo) 


Niacinamide 


sures greater B,, absorption to meet increased requirements. NEW Vitamin By .. 
Ascorbic Acid (C) 

Vitamin K (M di 

i Folic Acid 

more comprehensive formulation includes phosphorus-free cal- 

Iron (as Fumarate) 

cium, Vitamins K and B,, plus important minerals and trace ele- —Fiuorine (as CaF) 

Copper (as CuO) 

: Iodine (as KI) 

ments. NEW Reminder Jar . . . she'll keep it handy on the dining Potassium (as K2SO4) 

Manganese (aS 0.05 mg. 

Magnesium (as MgO) 


table . . . use it later for diaper pins or cotton. Your patients pay ee prt 5 


Calcium Carbonate .... 575 mg. 
oye Do: : One or more capsules daily. 
no more f or the added benefits of F ilibon. Supplied: Attractive, souanaiite tottios of 100 capsules. 


t Lederte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Trademark 
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Now...victory over infections 


pharmacodynamically superior 


¢ therapeutically unsurpassed 


With Mysteclin-V you get faster and greater absorption 
providing 
all the benefits of well-established tetracycline therapy. 
For practical purposes, Mysteclin-V is sodium-free. 


of tetracycline than ever attainable in the past... 


ph. 


Cormpiex 


Squibb rte F 


Contains Mycostatin to 


in) and Nystati 


MONILIAL OVERGROWTH IN 25 PATIENTS MONILIAL OVERGROWTH IN 25 PATIENTS 

ON TETRACYCLINE ALONE" ON TETRACYCLINE PLUS MYCOSTATIN' 

Before After 7 days Before After 7 days 

therapy of therapy therapy of therapy 
O0O000 
O0O00®@ 

Monilial overgrowth (rectal swabs) O NONE i) SCANTY ae HEAVY 


Mycostatin in Mysteclin-V prevents gastrointestinal monilial overgrowth, 
thereby minimizing the possibility of antibiotic-induced monilial superinfection. 


Tetracycline phosphate M tati 
Su complex, equiv. to yooa Packagi 

tetracycline HCl (me.) (units) 

Capsules (per capsule) 250 250,000 Bottles of 16 
. and 100 
Half-Strength 
Capsules (per capsule) 125 125,000 Bottles of 16 
and 100 
Suspension (per 5 cc.) 125 125,000 2 oz. bottles 
Pediatric Drops a 10 cc. bottles 
per cc.—20 drops 100 100,000 with dropper 
1. Childs, A. J.: British M. J. 1:660 (March) 1956. 
NNT) Squibb Quality—the Priceless Ingredient 
AND anc squies 
Journat A.O.A. 
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YOU CAN TURN OFF THE COUGH | a 
: A’Strasionic’ Release Product * Dihydrocodeinone Resin—Phenyltoloxamine Resin 
A SINGLE DOSE GIVES 
a 
(1) Chan, Y. T. and Hays, E. E., The 
aces, August 1957; (2) Townsend, 
E.H., Jr., In Press; (3) Weismiller, F., In ane 
Press; Cass, Leo J. and Frederik, 
mg. Dihydrocodeinone asaresincomplex mg. Dihydrocodeinone as a resin complex 
10mg. Phenyltoloxamine as at sincomplex 10 mg. Phenyltcloxemine.as a resin complex 
SUGGESTED DOSE: One tablet or teaspoon (Sec) ql 2h. only. Class B taxable. 
 £STRASENBURGH << 
11 


KNOX PROTEIN PREVIEWS. 


be. 


Lu 
O 


s 

es 


ag 


CLINICAL 


REPORTS 


REAFFIRM 


THE 


BENEFITS OF 


Co. 


© 1958 Knoz 


Journat A.O.A. 


12 


Evidence continues to accumulate verifying the effectiveness of Gelatine in the 
treatment of brittle fingernails. Investigators report that the nails show objective 
evidence of improvement.!,2.3,4 Furthermore, patients often volunteer that their nails 
“feel stronger,” “look smoother,” and “I can pick up things without them hurting.” 
Evidently the subjective sensations associated with improvement are nearly as im- 
portant to some patients as the positive physical change in the nails’ appearance. 


Improvement Noted in 81% of Patients 


See the chart below for a summary of the effect of Knox Gelatine in brittle fingernails 
a as observed in all published reports. Photographic evidence of improvement, much 
r of it in color taken before and during treatment, is available for most of the 
‘ patients.!.2,3 Please note, however, that where Gelatine was used in the treatment of 
pathological conditions associated with brittle fingernails only in psoriasis did the 

data show definite improvement.!.3.4 


a Response to Gelatine in Brittle Fingernails 
No. pat 


w/ brittle No. 
Duration of No. patients w/ No. patients nail and other patients 
References Dosage treatment _ brittle nails improved pathology improved 
q : 1. Rosenberg, S., Oster, K. A., 7 Gm. 3 months 50 43 (86% 32° 9 
Kallos, A. and Burroughs, W.: day 
A.M.A. Arch. Dermat. 16:330, 
(September) 1957 
aye 4 2. Schwimmer, M. and Mulinos,M.G.: 7.5 @m./: 11-16 weeks is 15 (83%) 
Antibiot. Med. & Clin. Therapy day 
i 4:403, Guly) 1957 
3. Rosenberg, S. and Oster, K. A.: 7 to 21 15 weeks 36 26> (72%) 
‘ Conn. State Med. J. Gm./day 
iol 19:171, (March) 1955 
: 4. Tyson, T. L.: 7Gm./day 13 weeks 12 10¢ (83%) 


a cc. J. Invest. Dermat. 
5 14:323, (May) 1950 


Totals 7-21Gm. 11-16 weeks 116 94 (81%) 32 9 (28%) 


a a. Gelatine improved psoriatic nails in 5 out of 12 cases. In onychomycosis and other pathological 
4 conditions of the nail it was of no appreciable help. 
4 b. Of the failures, 2 had congenital disease of the nails, 3 were diabetics and 3 took the medication 
for less than one month. 
c. One patient with psoriasis and arthritis and one patient with psoriasiform nail changes showed 
improvement in 2 and 3 months respectively. 


Important Note 

The pharmacodynamic effects of Gelatine are manifested through its high Specific 
Dynamic Action, and therefore, depend upon adequate and prolonged intake. All 
published clinical research has been conducted using 7 to 21 grams (1-3 envelopes) 
of Knox Gelatine per day for the three to four months that are required for complete 
regrowth of the nails. Smaller dosage would induce a lesser specific dynamic action 
and thus prove ineffectual in correcting the brittle nail defects. More detailed infor- 
mation on brittle fingernails and reprints of the two more recent clinical reports are 
available on request. Please use the attached coupon. 


Knox Gelatine Company 
Professional Service Department JO-35 
Johnstown, N. Y. 


Please send reprints of the following articles: 

C Rosenberg, S., Oster, K. A., Kallos, A. and Burroughs, W.: A.M.A. Arch. Dermat. 
76:330, (Sept.) 1957. 

(1 Schwimmer, M. and Mulinos, M.G.: Antibiot. Med. & Clin. Therapy 4:403, 
(July) 1957. 
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surprised at her own potentialities: She 
da by peing cooperative 
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rested enou 


patient’s physician; 
an office visit. 


(From 2 case history by the 
unposed photos taken during 


Ne patient: H.D age: 42 ae 
History: "she complained, 'No matter 
how much I SleeP: I'm never 
more than weakness, poctor. feel so 
weak I'm afraid to walk downstairs: 
Examination and lab tests only confirmed ‘ 
what I had suspected from her voice, 
thine, her weary eyes: psychogenic 
and helpful. The drug raised her 
As threshold: she became more confident 
and optimistic. Tension relieved, she soon 
regained 4 normal sleeP pattern and felt 


standardized calibration 


: 
The reliability of a blood pressure determination nol 
depends upon the standardized calibration of the “ ie) 


sphygmomanometer. Similarly, the reliability of 


urine-sugar testing depends upon the standardi- 


BRAND urine-sugar test 


zation of the testing method. 


STANDARDIZED READING: full color calibration... blue-to- 
orange spectrum long familiar to patients and physicians...clear-cut 
color reactions...unvarying, laboratory-controlled color scale. 
STANDARDIZED “PLUS” SYSTEM: established “plus” sys- 
tem...covers entire critical range—does not omit %% (++) and 
1% (+++). 

STANDARDIZED SENSITIVITY: Curnirest is adjusted to 


optimal sensitivity...avoids confusing “trace” reactions. 


CLINITEST is a copper-reduction test—a 15-year standard for urine-sugar S 
testing “...which is easier than Benedict’s...and more accurate....”" “The : 
simplicity, speed and accuracy of the Clinitest tablet reagent make it a 

desirable procedure for quantitation of urinary sugar.” 


references: 1. Carne, S.: Brit. M. J. 2:827 (Oct. 6) 1956. 
2. Giordano, A. S.; Pope, J. L., and Hagan, B.: Am. J. M. Technol. 
22:29, 1956. 
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blood levels 


on a SINGLE intramuscular dose, 
in minimal injection volume 


This achievement is made possible by the unique solubility of TETREX (tetracycline 
phosphate complex), which permits more antibiotic to be incorporated in less volume 
of diluent. Clinical studies have shown that injections are well tolerated, with no more 
pain on injection than with previous, less concentrated formulations. 


TETREX Intramuscular ‘250’ can be reconstituted for injection by adding 1.6 cc. of 
sterile distilled water or normal saline, to make a total injection volume of 2.0 cc. 
When the entire 250 mg. are to be injected, and minimal volume is desired, as little as 
1.0 cc. of diluent need be used. (Full instructions for administration and dosage for 
adults and children, accompany packaged vial. ) 


Each one-dose vial of TETREX Intramuscular ‘250’ contains: 
TETREX (tetracycline phosphate complex) (tetracycline HCI activity)..........250 mg. 


Xylocaine* hydrochloride ................... 40 mg. 


plus ascorbic acid 300 mg. and magnesium chloride 46 mg. as buffering agents. 
*® of Astra Pharm. Prod. Inc. for lidocaine 


SUPPLY: Single-dose vials containing TETREX — tetracycline phosphate complex — each 
equivalent to 250 mg. tetracycline HCI activity. Also available in 100-mg. single-dose vials. 


x 
Mies he 
BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK. 1 


very clinical consideration recommends 


Letrex 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


faster, more certain control of infection 


A single, pure drug (not a mixture) 


» High tetracycline blood levels 


Clinically “‘sodium-free” 


» Equally effective, b.i.d. or q.i.d. 


» Exceptionally free from adverse reactions 


» Dosage forms for every therapeutic need 


| LABORATORIES INC., SYRACUSE, NEW YORK 

Available for your prescription at all leading pharmacies .... ie 2 


a General Electric product 
in step with your progress 


Low-cost way to multiply 


your professional efficiency 


y> the broad diagnostic versatility that is yours 

with the G-E Patrician opens new possibilities 
for your practice. Now, at a price competitive with 
low-power, limited-range apparatus, you can get 
comprehensive radiographic and fluoroscopic facil- 
ities — 200-ma, 100-kvp, full-wave power. 


Consider these three possibilities: 


® You want to add x-ray service for your patients 
but have been deterred by the capital outlay you 
thought was required for modern apparatus. 


® Your patient load has swamped your present x-ray 
machine, but not to an extent that justifies a large 
added investment. 


Progress ts Our Most Important Product 


GENERAL @@ ELECTRIC 


Vor. 57, Dec. 1957 


® Your diagnoses are handicapped by a slow, inflex- 
ible, under-powered unit. 
If your situation parallels one of these three, 
it will pay you to get the complete story on the 
Patrician. Use this coupon or ask your G-E x-ray 


_representative, who can also give you the facts 


on General Electric’s convenient 
financing plans. 


X-RAY DEPAkKTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wis., RM. R121 
(0 Send your 16-page PATRICIAN bulletin. 


(CD Facts about deferred payment. 
(CD MAXISERVICE® rental plan. 


Name. 


Address 


State. 


City. Zone 


ig 
P 
4, 

5 


DEAR DOCTOR: 


Here’s why 
no other kind of laxative 
is gentler, yet so fast acting 


SAL HEPATICA® is gentle 


It creates a gentle moist bulk, drawing water 
into the intestine by osmotic action, thus 
exerting a soft, gentle pressure initiating the 
proper intestinal response—the very mech- 
anism which produces normal elimination. 


It contains no harsh chemical irritants to 
stimulate intestinal overactivity—the condi- 
tion that often causes griping and cramping. 


SAL HEPATICA is fast acting 


Sa HEPATICA gives prompt relief from con- 
stipation. When taken one-half hour before 
breakfast, your patients will get relief usu- 
ally within the hour. 


Or when taken one-half hour before supper, 
it will provide relief by bedtime. It will not 
interfere with work or sleep. 


Sau HeEpatica, because it is antacid, helps 
relieve the hyperacidity which so frequently 
accompanies constipation—and its antacid 
action speeds it into the intestine. 


GENTLE, SPEEDY 
Antacid Laxative 


EFFERVESCENT SALINE 


BRISTOL. MYERS co. 
NEW YORK. 


CATHARTIC 


SAL HEPATICA has a sound pharmacologic basis. 
It is both effervescent and antacid. 


“The emptying time of the stomach is actually shortened by 
reducing the gastric acidity. 


“Effervescent mixtures decrease the emptying time of the 
stomach.”’? 

1. The Physiological Basis of Medical Practice. 1945, p. 486. 

2. New England J. Med. 235: 80 (July 18) 1946. 
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Bristol-Myers Co. + 19 West 50 Street » New York 20, N. Y. 
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optimum response 


corticosteroid therapy with 


PARACORT 


and PREDNISONE, PARKE-DAVIS 


PARACORTOL 


PREDNISOLONE, PARKE-DAVIS 


supplied: PARACORT and 
PARACORTOL are available 
as 5-mg. and 2.5-mg. 
scored tablets; bottles 

of 30 and 100. 


THREE TO FIVE TIMES THE ACTIVITY OF CORTISONE OR HYDROCORTISONE 


*TRADE MARK 

* 
IP): PARKE, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 


sores 


er?” 


Vow. 57, Dec. 1957 


~ 4 
19 


both- 


orally for 


dependable prophylaxis- 
fast relief 


EAD OF FEARFUL PATIENTS. 
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ASTHMATIC — 
but cheerful instead of fearful 


New Isuprel-Franol tablets bring 
round-the-clock relief plus emergency 
help against sudden attack. Anxiety 
stops when patients know they'll get 
relief in 60 seconds — relief that con- 


tinues for four hours or more. 


Isuprel HCI (10 mg. for adults, 5 mg. 
for children) , the most potent broncho- 
dilator known, makes up the outer 
coating. In a sudden attack, the patient 
puts the tablet under his tongue. Relief 
starts in 60 seconds. A unique feature 
is the “flavor-timer.” As the Isuprel is 
absorbed a lemon flavor appears. When 
it disappears— about five minutes later 
—the patient swallows the tablet. 


An unexcelled combination for pro- 
longed bronchodilatation makes up the 
Isuprel-Franol core: benzylephedrine 
HCl (32 mg.), Luminal® (8 mg.) and 
theophylline (130 mg.). Swallowed, the 
tablet works for four hours or more. 
Isuprel-Franol tablets are “. . . effec- 
tive in controlling over 80% of 
patients with mild to moderate 

attacks of asthma.’ 

1, Fromer, J. L., and DeRisio, 


V. J.: Lahey Clin. Bull. 10:45, 
Oct.-Dec., 1956. 


(|) LABORATORIES 
New York 18, N.Y. 


ISUPREL-FRANOL 
tablets (Isuprel HC110 mg.) 
for adults; 
ISUPREL-FRANOL 
Mild tablets (Isuprel HCl 
5 mg.) for children: 

One tablet every three or 
four hours taken orally for 
continuous control of bron- 
chospasm in chronic asthma, 
One tablet taken sublingual- 
ly for sudden attack. “Fla- 
vor-timer”’ signals when 
patient should swallow. 
Bottles of 100 tablets. 


“Flavor-timer” signals patients 
when to swallow tablets 


ISUPREL 


immediate effect sublingually — 
for emergency use 


FRANOL | 


Sustained action — reduces fre- 
quency and intensity of attacks 


LEMON “FLAVOR-TIMER” 
Disappearance of flavor is the 
signal to swallow 


Lumina 
Benzylephedrine 


ISUPREL (BRAND OF ISOPROTERENOL), FRANOL AND LUMINAL (BRAND OF PHENOBARBITAL), TRADEMARKS REG. U. S. PAT. OFF. 
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IRON DEFICIENCY ANEMIA 


RESPONDS to iron and iron alone 


“the greatest incidence of iron deficiency 
is... between 6 and 24 months.” 


Fer-In-Sol 


iron in a drop for infants and children 


Fer-In-Sol: Well-tolerated, efficiently 
utilized ferrous sulfate in an acidulous 
vehicle for better absorption. Its pleasant 
citrus flavor makes it readily acceptable 

to young children. 


Supplied: 15 cc. and economical 50 cc. 
bottles with calibrated unbreakable plastic 
‘Safti-Dropper’ for easy administration. 


Dosage: Prophylactic—0.3 to 0.6 cc. daily. 
Therapeutic—1.2 to 2.4 cc. or more daily, 

in divided doses. (0.3 cc. supplies 7.5 mg. 

of iron—more than the Recommended Daily 
Allowance for children up to 4 years old.) 


(1) Smith, N. J., and Rosello, S.: J. Clin, Nutrition ]:275, 1953. 
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On Research Project CL19823: 


‘Creating a major drug with great 


new promise* 


“DOCTOR, have you tried 
new Carnation Instant?” 


YOU'LL DISCOVER WHY THIS 
EXCLUSIVE CRYSTAL FORM OF 
NONFAT MILK HELPS YOUR 
PATIENTS “STAY WITH” A DIET... 
IT TASTES SO GOOD! 


DELICIOUS FOR DRINKING: These remarkable 
crystals burst into fresh flavor nonfat milk 
instantly, even in ice-cold water. Ready to drink. 
Delicious for drinking. Then, too, it is easy to 

add extra crystals (1 tablespoon per glass, 

Y/% cup per quart) for flavor far richer than bottled 
nonfat milk—and 25% more nonfat milk 
nutrients. Patients who resist ordinary nonfat 
milk enjoy self-enriched Carnation Instant. 


MAINTAINS “WELL-BEING”: Enjoyed with 

and between meals. Carnation Instant goes 

a long way in helping your patients ‘‘stay with" 
a diet. Provides lactose and protein to 

help maintain blood sugar level, keep energy 
up. Helps allay fatigue and the simple 

hunger pangs that make it hard to resist 
forbidden snacks. 


WHY NOT try new Carnation Instant 
yourself? A fine, protective ‘‘boost’’ 
for the busy physician. Ready 
instantly, fits into your most 
crowded professional day. 
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“DOCTOR, have you tried 
new Carnation Instant?” 


YOU'LL DISCOVER WHY THIS 
EXCLUSIVE CRYSTAL FORM OF 
NONFAT MILK HELPS YOUR 
PATIENTS “STAY WITH” A DIET... 
IT TASTES SO GOOD! 


DELICIOUS FOR DRINKING: These remarkable 
; crystals burst into fresh flavor nonfat milk 
{ instantly, even in ice-cold water. Ready to drink. 
Delicious for drinking. Then, too, it is easy to 
add extra crystals (1 tablespoon per glass, 
1%, cup per quart) for flavor far richer than bottled 
nonfat milk—and 25% more nonfat milk 
nutrients. Patients who resist ordinary nonfat 
i milk enjoy self-enriched Carnation Instant. 


MAINTAINS “‘WELL-BEING”: Enjoyed with 
and between meals. Carnation Instant goes 
a long way in helping your patients ‘‘stay with" 
a diet. Provides lactose and protein to 
help maintain blood sugar level, keep energy 
up. Helps allay fatigue and the simple 
hunger pangs that make it hard to resist ie 
forbidden snacks. 
} 


WHY NOT try new Carnation Instant 
yourself? A fine, protective ‘‘boost’’ 
for the busy physician. Ready 
instantly, fits into your most 
crowded professional day. 
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of spasm and irritability. 


BUTIBE 


but his stomach and nerves are losing to the “jitters” 


—the antispasmodic-sedative providing therapeutic agents with the 


| McNEIL} 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


*Trade-Mark 


same durations of action 


contains, per tablet or 5 cc.: 

BUTISOL SODIUM® Butabarbital Sodium, 10 
mg.—the “‘daytime sedative”’ with little risk of 
accumulation! or development of tolerance fre- 
quently associated with the long-acting barbi- 
turates such as phenobarbital.? 

natural belladonna, 15 mg.—more effective 
than the synthetic alkaloids. 

Butibel tablets. .. elixir 

Prestabs* Butibel R-A (Repeat Action) Tablets 


1. Maynert, E. W. and Losin, L.: J. Pharmacol. & Exper. 
2275-282 (Nov.) 1955. 

2. Butler, J. Pharmacol. & Exper. Therap. 111: 
425 (Aug.) 1 


iy 
| 
| 
| 


A BETTER LIGHT FOR DIOGENES 


and philosopher. 
He belonged to the 
school of cynics. 
Which means that he 
associated with a 
group of men who 
didn’t believe in practically anything. 

Now among the many things Di- 
ogenes didn’t believe in was an honest 
man. But he wanted to give every one a 
chance, so he roamed the highways and 
byways of Athens with a lantern which 
he would flash on the faces of the pas- 
sers-by, endeavoring to find in their 
features some sign of integrity. 

Nothing ever came of his labors. 
(According to him). But because he 
was a philosopher and a reasonably 
fair man, Diogenes admitted that it 
could be his lantern. And so, he com- 
plained, “If only I could have a better 
light...” 

And many people tried to give 
Diogenes a better light . . . If you’re as 
old as sixty, you may remember that a 
fellow named Welsbach thought up a 
contraption that you fitted over a gas- 
jet ... Then there was that young fel- 
low, Tom Edison, who worked out the 
electric light bulb. And another genius 
planned a new type of light called flu- 
orescent... But none of them suc- 


MITAMAINE RALS INC. 


From a Fantasy by K. Miles 


ceeded in inventing a light that helped 
Diogenes. 

Then a man comes up with still 
another kind of light—a poor sort of 
thing. It was a little blob of wax, wrap- 
ped around a piece of string. And one 
Christmas Eve he took it over to 
Diogenes’ home. There the old fellow 
was, Visiting with his cynic cronies, and 
saying as how “No, definitely not! 
There just wasn’t such a thing as an 
honest man.” And the cynics all nodded 
their heads in agreement. Then the 
man came in with his candle, and he 
lighted it. And Diogenes could hardly 
believe his eyes! Because as the soft, 
mellow beams shone out from the 
Christmas candle and fell on the faces 
around him, Diogenes could see, just 
as plain as could be, that there wasn’t 
a really dishonest man in the entire 


gathering. 


And ever since then, at Christmas 
time, the little Christmas candles have 
made fools out of cynical people by 
proving that it is seldom that you can 
find a human being who, ’way down 
deep inside, isn’t essentially honest .. . 
if you’ll only look at him in the proper 
light. 


GLENDALE 1 


CALIFORNIA 
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BENTYL 


2 caps t.i.d. (dicyclomine hydrochloride) 


no atropine or 
belladonna-like 
side effects 
safe—even in 
the presence of 
glaucoma’ 


References: 

1. McHardy, G. and Browne, D. C.: 
South. M. J. 45:1139, 1952. 2. Hock, 
C. W.: J.M.A. Ga. 40:22, 1951. 3. 
Hufford, A. R.: Am. J. Dig. Dis. 
19:257, 1952. 4. Brown, Jr., D. W. 
and Guilbert, G. D.: Am. J. Ophthal. 
36:1735, 1953. 5. Cholst, M., Good- 
stein, S., Berens, C. and Cinotti, A.: 
Scientific Exhibit, A.M.A., June, 1957. 


Capsules, Syrup (plain and with phe- 


nobarbital), Tablets with Phenobarbi- 
tal, and Injection 


Merrell 


SiNCE 1828 


TRADEMARK: “BENTYL’ 


THE WM. S. MERRELL COMPANY 
New York - CINCINNATI! - St. Thomas, Ontario 
Another Exciusive Product of Original Merret! Research 
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why Dimetane is the best reason yet for you to re-examine 


the antihistamine you’re now using » Milligram for milligram, 
DIMETANE potency is unexcelled. pIMETANE has a therapeutic index unrivaled by any 


other antihistamine—a relative safety unexceeded 
by any other antihistamine. DIMETANE, even in very me [Excetient [Good | Fair [Negative 
low dosage, has been effective when other antihis- 30 | 14 9 | 2 |Stight Drowsiness (39 
tamines have failed. Drowsiness, other side effects 
have been at the very minimum. ma Ls ' 


From the preliminary Dimetane Extentabs studies of three investigators. Further clinical investigations will be reported as completed. 


EXTENTABS® TABLETS ELIXIR 


MIMETANE IS PARABROMDYLAMINE MALEATE — EXTENTABS 12 MG., TABLETS 4 MG., ELIXIR 2 MG. PER 5 CC. 


a blanket of allergic protection, covering 10-12 Dosage: 
hours —with just one Dimetane Extentab > DIMETANE two's four teaspoonful 
Extentabs protect patient for 10-12 hours on one tablet, "One Betentad 

Periods of stress can be easily han- Pts i 


two fule Elizir t.i.d. 

dled with supplementary DIMETANE 
Children 3-6—'% tab. 

Tablets or Elixir to obtain maxi- or one teaspoonful Elixir t.i.d. 


mum coverage. 
A. H. ROBINS ws INC. 


t's easy to remember Di'me tane 
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The many thousands of patients 
successfully treated with 
Signemycin” over the past year 
have confirmed the value of this 
safe and effective antibiotic 
agent. One further therapeutic 
resource is thereby provided 

the practicing physician who ig 
faced daily in office and home 
practice with immediate diagnosis 
of common infections and the 
immediate institution of the 

most broadly effective therapy 

at his command, in his continuing 
task of the ever-extending 


control over human pathogens. 


1 


Now buffered to produce higher, 
faster blood levels; specify the 
V form on your prescriptions. 


Supply: Sicnemycin V Capsules, 

250 mg. Signemycin Capsules, 

250 mg. and 100 mg. Signemycin 
for Oral Suspension, 1.5 Gm., 

125 mg. per 5 cc. teaspoonful, 

mint flavor. Signemycin Intravenous, 
500 mg. vials and 250 mg. vials, 
buffered with ascorbic acid. 


PrizER LABORATORIES, 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 


"World leader in antibiotic 


development and production 


Journat A.O.A. 


| | 

| 

30 


“ns. 


= 


her, 
the 
ns. 


on 


4 


“fighty-seven patients with various 
infections of the skin were treated over 
q period of six weeks with [Signe- 
mycin]. Excellent or good results were 
achieved in sixty-seven, including 
eleven of twenty-two patients refrac- 
tory to other antibiotics.” 


Lewis, H. H.; Frumess, G. M., and 


. Henschel, E. J.: Rocky Mountain M. J. 


54:806 (Aug.) 1957. 


“Results of treatment with oleando- 
mycin-tetracycline of 50 infections 
{mostly respiratory] due to resistant 
organisms and 40 infections [respira- 
tory, skin, urinary infections] due to 
sensitive organisms are very encour- 
aging. In some of these patients, 
[Signemycin] was lifesaving, and in 
others surgery was made unnecessary. 
This confirms other reports.” 


Shubin. H.: Antibiotic Med. & Clin. 
Therapy 4:174 (March) 1957. 


Based on case reports documented by 
independent investigators in 26 coun- 
tries abroad, the clinical response 
obtained with Signemycin in 1404 pa- 
tients with a wide variety of infections 
was successful in 1329 patients; in 13 
cases only was it necessary to discon- 
tinue therapy because of side effects. 


Report on 1404 Cases Treated with 
Signemycin: Medical Department, 


Pfizer International. Available on 
request. 

In 50 nonselected patients, Signemy- 
cin “...appears to be effective in the 
treatment of most general surgical in- 
fections, including virulent staphylo- 
coccus aureus infections. In some cases 
these infections had been clinically 
resistant to other antibiotics. The drug 
is apparently well tolerated.” 


Levi, W. M., and Kredel, F. E.: J. 
South Carolina M. A. 53:178 (May) 
1957. 

Of 50 patients with various infectious 
processes, 26 had not responded to 
previous antibiotic therapy. With Sig- 
nemycin “Ninety-six per cent of the 
mixed infections were clinically con- 
trolled. . . . and in none of the cases 
was there any reason to discontinue 
the drug.” 


Winton, S. S., and Chesrow, E.: Anti- 
biotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, 
p. 55. 

Signemycin in 79 patients with severe 
soft tissue infections: “The average 
response of these cases was excellent 
and inflammatory symptoms subsided 
with almost uniform rapidity. ...The 
magnitude and incidence of surgical 
intervention was reduced....Side re- 
actions were minimal. . . .” 


AYCIN 


OLEANDOMYCIN TETRACYCLINE-PHOSPHATE BUFFERED 


PROVED CLINICALLY EFFECTIVE 


57, Dec. 1957 


When specifying 
buffered Signemycin V 
be sure to write the 

V on your Rx 


LaCaille, R. A., and Prigot, A.: Anti- 
biotics Annual 1956-1957, New York, 
Medical Encyclopedia, Inc., 1957, 
p- 67. 

Five groups of patients (total 211) 
with acne were treated with one of five 
antibiotic agents, including Signemy- 
cin (55 cases). “The results were 
evaluated taking into consideration the 
usual response to such conservative 
conventional therapy and the rapidity 
of response.” In 8 weeks, Signemycin 
rapidly attained and maintained the 
highest percentage of efficacy of anti- 
biotic agents tried. 


Frank, L., and Stritzler, C.: Antibiotic 
Med. & Clin. Therapy 4:419 (July) 
1957. 


In the treatment of 78 patients with 
tropical infections, some complicated 
by multiple bacterial contamination or 
present for years, Signemycin was 
found to be “...an exceptionally effec- 
tive agent,” requiring smaller doses 
and less extended periods of therapy 
than with the tetracyclines alone, and 
“caused no notable toxic reactions.” 


Loughlin, E. H., and Mullin, W. G.: 
Antibiotics Annual 1956-1957, New 
York, Medical Encyclopedia, Inc., 
1957, p. 63. 
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AZO GANTRISIN 


ROCHE® 
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In addition to safety and effectiveness 
what more can you ask...? 


AZO GANTRISIN 


ensures rapid objective and subjective 


relief in urinary tract infections 


1. Azo Gantrisin embodies the objective values of Gantrisin 
... wide antibacterial spectrum 


... obviates the need for alkalies and fluids 


... @ffective plasma and urine levels 


2. And the subjective benefits of the azo-analgesic factor 
... relief of pain and its inhibiting effect on micturition 


Consider the use of Azo Gantrisin preventively as well. 


Dosage: Two tablets 4 times daily, or as directed. 


ROCHE LABORATORIES 


DIVISION OF HOFFMANN-LA ROCHE INC NUTLEY 10 N. J. 


GANTRISIN®—BRAND OF SULFISOXAZOLE 


VoL. 57, Dec. 1957 


rine 


TRADEMARK 


y Convenient plastic, 
¥ unbreakable squeeze bottle. 
Leakproof, delivers 


a fine mist. 


DECONGESTIVE 
Neo-Synephrine® HCl 0.5% 


ANTI-INFLAMMATORY 
Hydrocortisone 0.02% 


ANTI-ALLERGIC 
Thenfadil® HCl 0.05% 


ANTIBACTERIAL 


Neomycin (sulfate) 

1 mg./ce. 

(equivalent to 

0.6 mg. neomycin 
/cc.) 


“POTENTIATED ACTION for 


(as sulfate) =f 
better clinical results 


(| LABORATORIES 
8, N.Y. 


Neo-Synephrine (brand 
and Thestodit 
brand of thenyldiamine), 

trademarks reg. U.S. Pat. Off. 
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The ro 
greaseless 

way > 


NEW 


MINIT-RUB 


When the problem is rheumatic or arthritic pain, Mrntr-Rup® brings 
comfortable relaxation the easy, greaseless way. This counter irritant 
heat is an excellent adjunct to systemic arthritic therapy. 
The week-end enthusiast who sporadically overworks his muscles 
needs help fast. Minit-Rus brings deep, warming relief. 
For colds, Minrr-Rus applied to the chest relieves soreness and 
congestion; inhaled it reduces stuffiness. 
On “footsore” days, a little Mintt-Rus briskly applied to insteps 
and arches is bracing to tired feet. 


Bristol-Myers Co., 19 West 50 Street, New York 20, New York 
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report excellent results with Iodo-Niacin in the conservative 
treatment of sinusitis. Relief of sinus congestion and headaches 


| Numerous communications received from physicians 
a consistent result in non-surgical cases. 


In non-surgical sinusitis the use of 


CONS ERV TIVE Iodo-Niacin improves drainage 


and aeration. 


TH ERAPY Todo-Niacin* tablets contain potassium 


OF iodide 135 mg. (2% gr.) and 
| niacinamide hydroiodide 25 mg. 


SINUSITIS (36 gr.), slosol coated pink. Usual 


dose, 2 tablets three times a day. 


The therapeutic action feo liquefy, loosen 
and expel mucopurulent a ulations 
from the sinuses, comparable to the" 
liquefying action of iodides in making 
bronchial mucus less viscid.! 
No iodism or untoward effects occur with 


Iodo-Niacin, even when given in full 
dosage for a year or longer.? 


For immediate action, lodo-Niacin 
ampuls are available for intramus- 


cular or intravenous injections.’ 
*U.S. Patent Pending bok CHEMICAL COMPANY 


3721-27 Laclede Ave., st. Louis 8, Mo. 


for professional samples and literature 
Cole Chemical Company 
3721-27 Laclede Ave., St. Louis 8, Mo. 

Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 


1 Sollmann’s Manual of Pharma- 
cology, 8th ed., 1957, p. 1121. 


2 Am. J. Digest. Dis. 22:5, 1955. : DOCTOR 
L 


3 Med. Times 84:741, 1956. STREET, 
city STATE 
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“an effective urinary antibacterial agent in children.” 


FURADANTIN........ 


In children, since “chronic urinary infection is generally the sequel of inade- 
: quately treated acute infection,”* prompt and adequate therapy with FURADANTIN 
d can prevent irreparable renal damage. FURADANTIN also “has been a safe and 
: effective therapeutic and prophylactic drug for chronic urinary tract infection. 
Y . . . We feel the drug should be continued prophylactically for a minimum of 
several months after the urine has been sterilized.” 


FURADANTIN has “yielded a number of striking results in clearing up resistant 
infections [in children] particularly with A. aerogenes, Pseudomonas aeruginosa, 
and a few cases of B. proteus. It is generally well tolerated in the recommended 
dosage schedule.’ 


In the treatment of Proteus infections, ‘““FURADANTIN Pediatric Suspension [Oral 
Suspension] 1 teaspoonful four times daily, is the most satisfactory medication, 
if tolerated. . . . It can be given over a long period without ill effects and is 
excreted in large amounts in the urine.” In one study, FURADANTIN proved much 
more effective than any other drug used previously in the treatment of Proteus 
infections. “We feel that this is especially important since P. vulgaris infections 
occur rather commonly in infants and children.” 


In addition to unexcelled effectiveness against a wide range of gram-positive 
and gram-negative bacteria, FURADANTIN has a wide margin of safety. Well toler- 
ated, FURADANTIN has proven nontoxic to kidneys, liver and blood-forming or- 
gans. No cases of monilial superinfection, crystalluria, or staphylococcic enteritis 
have ever been reported. In 6 years of extensive use, development of bacterial 
resistance remains negligible. 

AVERAGE FURADANTIN DOSAGE 

FURADANTIN ORAL SUSPENSION (25 mg. per 5 cc. tsp.) : Average daily dose for children 
between 15 and 75 lbs., using 5 cc. teaspoon, is given below. Administered 4 times daily 
with food or milk, it is readily miscible with water, infants’ formulae, milk or fruit juices. 
15-24 lbs. (7-10 Kg.) | 25-49 lbs. (11-22 Kg.) | 50-74 lbs. (23-33 Kg.) | 75 lbs. (34 Kg.) 

% teaspoonful q.i.d. | 1 teaspoonful q.i.d. 2 teaspoonfuls q.i.d. | 3 teaspoonfuls q.i.d. 


Supplied: Bottle of 60 cc. 

FURADANTIN TABLETS: Average dose for children is 5 to 7 mg. per Kg. (2.3 to 3.2 mg. 
per lb.) in 4 divided doses daily. 

Supplied: Tablets of 50 mg. and 100 mg., bottles of 25 and 100. 


NOW for hospitalized patients, for severe urinary tract infections when 
peroral administration of FURADANTIN is not feasible and for serious 
infections as septicemia (bacteremia) when the bacterium is sensitive. 


new, uresaving FURADANTIN Intravenous Solution 


REFERENCES: 1. Marshall, M., Jr., and Johnson, S. H., III.: J. Urol., Balt. 76:123, 1956. 2. Johnson, S. H., 
III, and Marshall, M. Jr.: A. M. A. Am. J. Dis. Child. 89:199, 1955. 3. Campbell, M. F.: Modern Med. 
24:85, 1956. 4. Engel, W. J.: Med. Clin. N. America, p. 965 (July) 1955. 5. Carroll, G.: Pediat. Clin. N. 
America, p. 781 (Aug.) 1955. 


FURADANTIN SENSI-DISCS 
for bacterial sensitivity tests are available from Baltimore Biological Laboratories. 
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« neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, N.Y. 
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Now- 
“A BACTERIOSTATIC BATH'* 


Controls Oropharyngeal Infections 
and Relieves Discomfort Quickly 


Chewing ORABIOTIC releases a soothing flow of saliva laden with two locally 
potent and complementary antibiotics—neomycin and gramicidin—plus a 
topical analgesic, propesin, which is more effective than benzocaine. 


NON-SENSITIZING AND NON-IRRITATING. 


ORA 


NEW ANTIBIOTIC-ANALGESIC CHEWING TROCHES 
for topical treatment or prophylaxis 


For the relief of postoperative discomfort and the prevention of sec- 

ondary hemorrhage following tonsillectomy. Valuable also as a topical 

adjunct to systemic treatment of bacterial infections of the mouth 
and throat. 


: EACH TROCHE CONTAINING: neomycin 3.5 mg., gramicidin 0.25 mg., 
and propesin 2.0 mg. 
4 r ag IN PACKAGES OF 20. One troche chewed for 10-15 min. q. 4h. 


wee LABORATORIES, INC., KENILWORTH, N. J. 


*Granberry, C., and Beatrous, W. P.: The Effect of an Antibiotic Chewing Troche 
on Post-Tonsillectomy Morbidity, E. E. N. T. Monthly (May) 1957. 
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-INFLAMMATORY 


| YOUR PATIENTS WIT cul 
“moderately severe | 
eptazine Citrate with Acetylsalicylic Acid, Wyeth 
| 


A NEW ANALGESIC FOR MUSCULOSKELETAL PAIN 


ENTIRELY NEW DOSE FORM: ef 2-layer tablet 
COMPARABLE TO CODEINE IN POTENCY: 


TABLETS are equivalent in potency 
to % grain of codeine plus 10 grains of | 


acetylsalicylic acid 


POTENTLY ANALGESIC 
SAFELY NON-NARCOTIC 
EFFECTIVELY ANTI-INFLAMMATORY 
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In the field of moderate to moderately severe pain, 
ZACTIRIN establishes a new concept in analgesia—effective 
pain control by mouth without resort to narcotic drugs. 
ZACTIRIN contains ethoheptazine citrate, the culmination of 
original Wyeth research for pure, potent analgesic action 
without the liabilities of codeine. For anti-inflammatory 
action, ZACTIRIN contains acetylsalicylic acid. 


Totally, ZACTIRIN has an analgesic and anti-inflammatory 
effectiveness comparable to that of codeine plus 


acetylsalicylic acid. ZACTIRIN has a high degree 
of toleration. It is free of codeine’s side-effects, free of 
addiction liability, free of appreciable drug tolerance. 


Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


for moderate to moderately severe 
musculoskeletal pain 


Low-back pain 


Pain of bursitis, synovitis, and 


the effectiveness of related conditions 


CINE Minor traumatic pain 
acetylsalicylic Subacute postoperative pain 
acid 


Postpartum abdominal or 
perineal pain 


Supplied: Distinctive, 2-layer yellow-and-green tablets, bottles of 48. Each tablet contains 
75 mg. of ethoheptazine citrate and 325 mg. (5 grains) of itylsalicylic acid. 


Comprehensive literature available on request ~ 


*Trademark 


® 
Philadelphia 1, Pa. 
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N othing is 


quicker... 


Nothing is 
more 


THE MEDIHALER PRINCIPLE 


Automatically measured-dose aerosol 
medications. In spillproof, leakproof, 
shatterproof, vest-pocket size dispensers. 
Also available in Medihaler-Phen™ 
(phenylephrine-phenylpropanolamine- 
hydrocortisone-neomycin) for prompt, 
lasting relief of nasal congestion. 


effective... 


MEDIHALER-EPI 


Epinephrine bitartrate 7.0 mg. per cc., suspended 
in inert, nontoxic aerosol vehicle. Contains no 
alcohol. Each measured dose 0.15 mg. actual 
epinephrine. 

For quick relief of bronchospasm of any 
origin. Acts more rapidly than subcutaneous 
epinephrine in acute allergic reactions. 


MEDIHALER-ISO° 


Isoproterenol sulfate 2.0 mg. per cc., suspended 
in inert, nontoxic aerosol vehicle. Contains no 
alcohol. Each measured dose 0.06 mg. actual 
isoproterenol. 
Unsurpassed for rapid relief in asthma, bron- 
chiectasis, emphysema. 
Prescribe Medihaler medication with 


Oral Adapter on first prescription. 
Refills available without Oral Adapter. 


LOS ANGELES 
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Research Pro 


Creating a m | drug with great lew promise* 


*Coming soon from 


resenting. advance ip 


the treatment of VAGINITIs 


VAGINAL SUPPOSITORIES AND POWDER 


a new specific 
moniliacide 


BRAND OF NIFUROXIME 


now added to 
the established 


specific 
trichomonacide 


FUROXONE*® 


BRAND OF FURAZOLIDONE 
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Rapid relief of burning and itching often within 24 hours 


85% CLINICAL CURES* In 219 patients with either trichomonal 
vaginitis, monilial vaginitis, or both, clinical cures were secured in 187. 


71% CULTURAL CURES* 157 patients showed negative culture 
tests at 3 months follow-up examinations. 


Eliminates malodor 
Esthetically acceptable, non-irritating 


Simple two-step treatment swiftly brings relief and 
control of vaginal moniliasis and trichomoniasis. 


STEP 1 Office administration of TRICOFURON VAGINAL POWDER |# 
[Micofur 0.5% (anti 5-nitro-2-furaldoxime) , the new nitrofuran fungicide, 
and Furoxone 0.1% in an acidic water-soluble powder base]. Applied by 

the physician at least once a week, except during menstruation. 


For easy insufflation: plastic insufflator of 15 Gm., supplied with 
§sanitary disposable tips. Also available: glass bottle of 30 Gm. 


STEP 2 Continued home use to maintain moniliacidal-trichomonacidal action: 
TRICOFURON VAGINAL SUPPOSITORIES "IMPROVED! (Micofur 0.375% and Furoxone 
0.25% in a water-miscible base). Employed by the patient each morning and 

night the first week and each night thereafter—through one cycle, especially 


during the important menstrual days. 
Box of 12, each hermetically sealed in green foil. 


‘Combined results of 12 clinical investigators. Data available on request. 


NITROFURANS ...a new class of antimicrobials... 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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ALL DAY 


S.K.F. ANNOUNCES ALL-DAY OR ALL-NIGHT 
‘THORAZINE’ THERAPY WITH A SINGLE ORAL DOSE 


New ‘Thorazine’ Spansule 
capsules offer the proven 
efficacy of ‘Thorazine’ plus 
the advantages of all-day or 
all-night therapy with a 
single oral dose. Your pa- 
tients enjoy the convenience 
of only one or two doses 
daily. Because there is little 
risk of forgotten doses and 
consequent medication-free 
intervals, you have far better 
control over your patients’ 


course of medication. 


Smith, Kline & French Laboratories, Philadelphia, Pa. 


ALL NIGH 


SSeS 


. ‘Thorazine’ Spansule capsules are available in four 
strengths: 30 mg., 75 mg., 150 mg. and 200 mg. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, 8. K. F, 
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VS475 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


you can select his level of vitamin protection from 


the Vi-Sol Vitamin Family 
Dropper dosage 
Tri-Vi-Sol® 3 basic vitamins 
Poly-Vi-Sol® 6 essential vitamins 
Deca-Vi-Sol® 10 significant vitamins 
with stable B,,. in solution with C. 


Pleasant fruit-like flavors - hypoallergenic 
stable - require no refrigeration 


unbreakable plastic ‘safti-dropper’ 


| 
| 


your patients with generalized gastrointestinal 
complaints need the comprehensive benefits of 


Tridal 


(DACTIL® + PIPTAL®—in one tablet) 


rapid, prolonged relief throughout the G.I. tract 
with.unusual freedom from antispasmodic 
and anticholinergic side effects 


One tablet two or three times a day and one at bedtime. Each TRIDAL tablet 

contains 50 mg. of Dactil, the only brand of N-ethyl-3-piperidy] 

LAKESIDE diphenylacetate hydrochloride, and 5 mg. of Piptal, the only brand 
14387 


of N-ethyl-3-piperidyl-benzilate methobromide. 
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The 
SURGICAL 


tolerance of the 


CARDIAC 


patient 
A review of 143 cases 


DAVID W. BOONE, D.0.* 
d 
SALVADORE J. DeVITO, D.0.* 


Kirksville, Missouri 


; L. HAS BEEN EMPHASIZED that when the pa- 
tient with heart disease is subjected to anesthesia and 
surgery today, the degree of risk is not so great as in 
the past." Advances in the diagnosis and management 
of heart disease before and after surgery have been 
well documented, as have the improvements in surgical 
technics which have furnished a most valuable contri- 
bution. Therefore, this information need not be repeat- 
ed here. 

It would appear that the cardiac patient is assumed 
to be a fair surgical and anesthetic risk because many 
people with serious heart disease survive these stresses 
with no untoward result. We would, however, empha- 
size that the more favorable survival rates are those 
that include patients who have been recognized as hav- 
ing heart disease before surgery, who have been ade- 
quately prepared,? and in whom prophylaxis against 
possible postoperative complications has been carried 
out. Further, regardless of adequate care, postoperative 
complications are more prone to occur in cardiac than 
in noncardiac patients undergoing comparable proce- 
dures.* We do not agree with those who hold that the 
electrocardiogram, history, and physical findings have 
little relation to the preoperative cardiac status.* 

We feel that the electrocardiogram, in many in- 
stances, is of paramount importance in the preoperative 

*Dr. Boone is chairman of the Department of Cardiology and Dr. 


DeVito a resident in Internal Medicine at the Kirksville Osteopathic 
Hospital, Kirksville, Missouri. 
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evaluation. More specifically, in our series of patients, 
we were of the opinion that this procedure was most 
important in the evaluation of the patient with hyper- 
tensive heart disease, coronary artery disease, and val- 
vular disease. In the last, particularly, we feel that the 
value of the electrocardiogram has not been fully rec- 
ognized.® 

A truly statistical approach to the assessment of 
operative risk in the cardiac patient is impossible,® since 
the degree of stress to which the patient has been sub- 
jected because of his disease cannot be completely eval- 
uated. Nevertheless, we feel that a cardiac team com- 
posed of the surgeon, anesthetist, and cardiologist can 
best evaluate the probability of survival.” 

In view of the above considerations it is felt that 
the mortality studies in the older literature must be re- 
viewed in the light of modern anesthesia, surgery, and 
preoperative cardiac diagnosis, because of the increased 
numbers of older people in the general population who 
are denied remedial surgical procedures because of ex- 
isting cardiac disease. Therefore, it will be the purpose 
of this study to analyze the findings of. a significant 
number of patients with cardiac disease who underwent 
major surgical operations in the Kirksville Osteopathic 
Hospital, and from this to formulate criteria for the 
presurgical evaluation of cardiac patients. 


Methods and materials 


The patients in this series were treated at the 
Kirksville Osteopathic Hospital. The study was carried 
out over a period of 3% years. There were 142 pa- 
tients in this group, whose ages ranged from 10 to 88 
years and who were suffering from moderately ad- 
vanced or advanced heart disease. On admission a rou- 
tine history and physical examination were taken for 
each patient. Electrocardiograms and x-ray examina- 
tions were also integral parts of the presurgical ex- 
amination. Routine blood examinations, Evans blue dye 
test for blood volume determination, and, in some in- 
stances, renal function studies and electrolyte determi- 
nations were carried out. 

The most significant factors in the history were 
past congestive failure, recent infarction, disturbance 
in auriculoventricular conduction, or angina pectoris. 
The patients selected were carefully evaluated to de- 
termine if their cardiac disease would permit them to 
live long enough to enjoy the benefits of the proposed 
surgical procedure. The presence or a history of conges- 
tive phenomena was considered significant in deciding 
the advisability of elective surgery; the electrocardio- 
gram was useful in this consideration. In emergency 
surgery, patients in this classification were digitalized 
by intravenous administration. Lanatoside C was the 
preparation of choice in this procedure. All patients 
were followed postoperatively and observed for compli- 
cations. In some cases, continuous electrocardiograms 
were run throughout the surgical procedure. 

Table I shows the etiologic types of heart disease 
encountered and the groups in which postoperative 
death occurred. Table II lists the cardiorespiratory 
complications occurring in the first 30 days following 
surgery. 


Discussion 
Arteriosclerosis.—It is noted that in the group of 
arteriosclerotic cardiac patients (Table IIT) there were 


22 complications in a group of 76. In this group there 


239 


i 
{ 
| 
| 
\ 
| 
| 
| 
| 
} 
is 
| 
| 
j 
| | 
| 
— 


TABLE I—CLASSIFICATION OF DISEASE 


Cardio- 
Type of Total respiratory 
cardiac number Cardiac Total compli- 
disease of cases deaths deaths cations 
Arteriosclerotic 76 5 7 22 
Thyrotoxic 6 0 0 1 
Syphilitic 3 0 0 0 
Pulmonary 12 0 2 4 
Rheumatic 6 0 0 2 
Hypertensive 40 0 1 10 
Totals 143 5 10 39 


were 7 deaths, 5 of which were cardiac deaths. The two 
major complications were myocardial infarction and 
postoperative decompensation. In one of these deaths, 
cardiac arrest occurred shortly after operation, and it 
was noted at autopsy that there was a severe degree of 
arteriosclerotic heart disease characterized by advanced 
coronary sclerosis. In this patient the electrocardiogram 
had revealed an isoelectric T wave in lead 1 with a very 
small voltage of the R wave; this was also seen in 
AVL, but to a greater degree (Fig. 1). We felt this 
patient was a serious risk; however, the surgical pro- 
cedure was considered necessary because of a hydro- 
nephroma of the left kidney. 


It is also to be noted in this group that the com- 
plications appear to be the result of myocardial hypoxia. 
Factors associated with surgery and anesthesia that 
might predispose to this condition in the patient with 
coronary disease include circulatory depression, respira- 
tory depression, hypoventilation, and hypercapnea. 

Proper precautions should be taken before, dur- 
ing, and after the surgical procedure to prevent im- 
pairment of the coronary blood flow and oxygenation. 
These precautions include correction of any blood 
volume deficit, and maintenance of blood pressure 
above 100 mm. Hg. systolic during operation. A drop 
in blood pressure in these patients must be avoided, 
and blood lost should be replaced as promptly as pos- 
sible. When a large volume of blood loss is antici- 
pated, replacement therapy may be started before the 
patient enters the operating room. 


Spinal anesthesia is particularly hazardous in this 
type of patient and should be avoided if at all possible 
because of the decline in blood pressure that may result. 
Subarachnoid block has often been likened to a medical 
phlebotomy. We would also discourage the use of coro- 
nary dilators, especially in the form of nitrates; we 
feel that this medication does very little good and in- 
deed may be very harmful by producing a preoperative 
decline in blood pressure. It is also advisable in these 
patients to reduce the amount of preanesthetic medica- 


TABLE II—POSTOPERATIVE CARDIORESPIRATORY 
COMPLICATIONS 


Type of complications Number of complications 


Myocardial infarction 5 
Postoperative decompensation 12 
Pulmonary embolism 

Shock 

Coronary insufficiency 

Cardiac arrest 

Auricular fibrillation 
Paroxysmal auricular tachycardia 
Prolonged respiratory depression 
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tion because of the possibility of respiratory or circula- 
tory depression. 

In many of these arteriosclerotic patients, there 
was associated pulmonary emphysema with chronic 
obstructive bronchial disease. To avoid hypoventilation 
and improve oxygenation, these patients were prepared 
preoperatively by the use of intermittent positive 
pressure oxygen with Isuprel and Alevaire nebuliza- 
tion. This was done also to prevent operative or post- 
operative atelectasis. 

Whenever postoperative shock occurred in this 
group, vasopressor agents were given. If the heart 
rate was rapid, patients were given 40 mg. of Vasoxyl 
in 500 cc. of 10 per cent glucose, intravenously. If the 
heart rate was slow, they were treated with Levophed 
bitartrate, 8 mg. in 500 cc. of 5 per cent glucose, intra- 
venously. The use of these vasopressor agents was of 
particular importance in the treatment of postoperative 
cardiac arrhythmias, especially the ventricular arrhyth- 
mias. Rather frequently these arrhythmias diminished 
or even disappeared following the use of these agents. 
The disappearance of this type of arrhythmia was prob- 
ably the result of an increase in aortic blood pressure 
and a resulting increase in coronary artery blood flow. 
Arrhythmias almost always were associated with a 
marked decline in the postoperative blood pressure or 
with postoperative shock. 


TABLE III—ARTERIOSCLEROTIC HEART DISEASE, 
POSTOPERATIVE COMPLICATIONS 


Total 
number Total number 
of patients Type of complications Number _ of deaths 
76 Myocardial infarction 5 7 
Postoperative decompensation 9 
Pulmonary embolism 1 
Postoperative shock 4 
Paroxysmal auricular tachycardia 1 
Severe coronary insufficiency 1 
Cardiac arrest 1 
Total 22 


Hypertension.—In the 40 hypertensive patients, 
the average blood pressure on admission was 197/105. 
The average blood pressure on entrance into the oper- 
ating room was 144/80, and the average low systolic 
pressure during the operation was 103. This decline 
seemed to result from two factors: The period of non- 
ambulation in the hospital prior to operation; and the 
preanesthetic medication. In this group the major post- 
operative complication was postoperative shock. In two 
patients, auricular fibrillation developed secondary to 
shock. The one fatality in this group was a 79-year-old 
woman who died on the seventh postoperative day as 
a result of pulmonary embolism. It is of interest to 
note that this patient had a blood pressure of 180 sys- 
tolic on admission to the hospital. She received no -pre- 
operative antihypertensive medication and the blood 
pressure at the beginning of the operation was 120/70. 
The low systolic level during the operative procedure 
was 80 mm. Hg. 

In this group the age of the patient and the height 
of the blood pressure had little or no effect on surgical 
tolerance or on postoperative complications. In general, 
we felt that hypertensive patients tolerated surgery and 
anesthesia satisfactorily, especially if the systolic blood 
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pressure was below 200 mm. Hg. at the time of sur- 
gery. This is in agreement with Butler and Finney,® 
who reported that hypertension had little or no effect 
on the mortality rate during surgery. Hypotensive 
medication was given preoperatively to 7 patients in 
this group; only one of these suffered postoperative 
circulatory collapse. Because of the small number of 
cases in this category, no conclusion could be drawn 
concerning this treatment. 


TABLE IV—COMPLICATIONS OF HYPERTENSIVE 
HEART DISEASE 


Total number Number 
of patients Type of complications of cases 
40 Postoperative shock 5 
Auricular fibrillation 
Pulmonary edema 1 
Prolonged respiratory depression 1 


Pulmonary embolism 


Pulmonary heart disease——In the pulmonary 
heart disease group, the electrocardiogram was par- 
ticularly useful in estimating the pressure in the pul- 
monary artery or in the right ventricle. In these cases 
there was evidence of systolic overloading of the right 
ventricle as evidenced by a negative RST segment 
with an upward convexity and with terminal negativity 
of the T wave in leads V1 and V2. In these leads there 
was also an increase in the voltage of the R waves with 
some decrease in the voltage of the S waves. A nega- 
tive P wave in VL was an almost invariable finding. 
Systolic pressure in the pulmonary artery as estimated 
from the electrocardiographic findings varied between 
30 and 60 mm. Hg. While this was not considered to be 
an excessive range of pressure, this information was 
felt to be of value as pressures above this range may 
contribute to right ventricular failure. 

There appeared to be an increased incidence of 
postoperative pulmonary embolism in this group (Table 
V); however, we did not feel that there was any defi- 
nite relationship between the highest degree of pul- 
monary artery pressure and postoperative pulmonary 
embolism. A chronic increase in venous pressure may 
have been a contributing factor, but the venous pressure 
in these patients was not remarkable during their hos- 
pitalization. Finally, intermittent positive pressure 
oxygen with Alevaire and Isuprel nebulization was use- 
ful in the preparation of these patients as well as in 
the group who had arteriosclerotic heart disease. 


TABLE V—COMPLICATIONS OF PULMONARY HEART DISEASE 


Total number 


of patients Type of complications Number of cases 
12 Pulmonary embolism 2 
Pulmonary thrombosis 1 


Cardiac arrest 1 (recovered) 


Aortic insufficiency and thyrotoxic heart disease. 
—There were 4 patients who exhibited aortic valvular 
disease in the form of aortic insufficiency. Three of 
these cases resulted from syphilitic disease and one 
from rheumatic disease. All 4 patients tolerated surgi- 
cal procedures satisfactorily. It was felt that blood 


Vor. 57, Dec. 1957 


volume determination and replacement therapy were 
the most important factors in the preparation of these 
patients, as well as insuring an adequate coronary blood 
supply during the surgical procedure. All patients with 
thyrotoxic heart disease withstood surgical procedures 
and anesthesia satisfactorily except one woman in 
whom an acute thyroid crisis with associated cardiac 
decompensation and acute pulmonary edema developed 
following operation. Management with cortisone and 
Tapazole was adequate. 

Rheumatic heart disease-—This group consisted 
of 6 patients; in 2 there were indications of moderate 
rheumatic myocardial activity; in 1 there was severe 
mitral valve disease with generalized cardiac enlarge- 
ment and a moderate degree of pericardial effusion ; 
and in another case there was an old aortic stenosis 
with regurgitation. Although this group is limited in 
number, the more common manifestations of rheumatic 
heart disease are represented. 

The patient who had aortic stenosis with regurgi- 
tation required rather extensive preparation for sur- 
gery. There was moderate decompensation on admis- 
sion to the hospital. She had previously suffered from 
a severe episode of decompensation, at which time she 
had taken digitalis ; however, this had been discontinued 
prior to admission. For a period of about 12 days be- 
fore operation, the patient was prepared by digitaliza- 
tion and the unhurried use of Thiomerin with a regimen 
of continued sodium restriction. The patient’s response 
to this management was favorable and surgical toler- 
ance was excellent. In view of the possible cardiac 
complications during operation, a continuous electro- 
cardiogram was taken ; however, there were no changes 
in the heart rhythm or marked fluctuations in the heart 
rate, nor was there any appreciable alteration in the 
blood pressure. It might be emphasized that aortic 
stenosis with regurgitation is usually regarded as one 
of the more hazardous types of cardiac risks, when 
surgery is contemplated. This was especially true in 
this case because the operative procedure was an ab- 
dominal perineal resection of the sigmoid colon for 
carcinoma. However, the postoperative course was 
entirely uneventful. 


Another patient in this group was a 50-year-old 
man who was admitted to the hospital with a diagnosis 
of acute appendicitis. There had been a recent history 
of pericardial and pleural effusion. At the time of ad- 
mission a moderate pericardial effusion was present. 
This patient had been treated about 1 month prior to 
his admission for an acute exacerbation of rheumatic 
fever, and evidence of rheumatic activity still persisted. 
There were no unusual complications during surgery, 
but on the second postoperative day the patient devel- 
oped acute decompensation which necessitated full 
doses of digitalis. Eventually, compensation was satis- 
factory and he was dismissed. A short time after dis- 
missal, he suffered a recurrence of rheumatic fever 
which persisted for about 1 month. This represents 
one of the common complications which may occur 
following an operation on an individual who suffers 
from rheumatic fever. Elective surgery is usually with- 
held until all the indications of the active process are 
controlled. In emergency surgery, recurrence of rheu- 
matic fever should be kept in mind in the management 
of the postoperative course. 


Preoperative decompensation.—In the entire group 
there were 21 patients with varying degrees of heart 
failure prior to surgery; all were digitalized. There 
was a high incidence of cardiorespiratory complica- 
tions, of which 3 were fatal (Table VI). 
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TABLE VI—PREOPERATIVE DECOMPENSATION 


of cases Digitalized complications Deaths j 
21 21 10 3 (2, Pulmonary 


Use of electrocardiogram 


It has become increasingly apparent from the bril- 
liant works of Sodi-Pallares® and his associates re- 
garding the manifestations of subendocardial injury 
that the electrocardiogram is exceedingly useful in the 
evaluation of the patient with coronary artery disease. 
Because of this, we have placed much reliance on this 
procedure in the determination of the cardiac status 
prior to operation. 

In the 76 patients with arteriosclerotic heart dis- 
ease who underwent surgery, we observed three types 
of electrocardiographic morphologies in the RST seg- 
ments (Table VII). They were: (1) An RST segment 
negativity with an upward convexity following a small 
S wave and with a terminal positivity of the T wave 
of low voltage (Fig. 2); (2) RST segment negativity 
with an upward concavity and with a terminal positiv- 
ity of the T wave of low voltage (Fig. 3) ; and (3) an 
iso-electric RST segment with an iso-electric T wave 
(Figs. 1 and 4). The morphologies were commonly 
seen in leads 1, VL, V5, and V6 if the heart was in 
a horizontal position and leads 2, 3 and VF, V5, and 
V6 if the heart was in a vertical position, with some 
degree of clockwise rotation. If the first and second 
morphologies were present, surgical tolerance was gen- 
erally satisfactory. However, in the patient exhibiting 
the third type of morphology, surgical tolerance was 
poor to fair. 

We were particularly impressed by the poor toler- 
ance shown by patients who had an iso-electric RST 
segment with an iso-electric T wave, especially if this 
morphology was present in lead 1, with a low voltage of 
the R wave. This has been described as suggestive of 
diminished blood supply or myocardial damage.*® This 
finding was confirmed in two autopsies of the 5 cardiac 
patients in this group who died. The first type of pat- 
tern was more commonly seen in patients with angina 
pectoris and was considered a manifestation of coro- 
nary sclerosis with insufficiency. 

The patients with the second type of morphology 
tolerated surgery and anesthesia much more favorably 
than those with the third type, and it was felt that this 
group represented coronary artery changes, without in- 
sufficiency. Both of these morphologies, however, rep- 
resented some degree of subendocardial injury and 
indicated this was the most common manifestation of 
chronic coronary disease.’ In this group the presence 
of varying degrees of left bundle branch block and 


Fig. | 


auricular fibrillation did not seem to influence the sur- 
gical tolerance or the postoperative course. 


Conclusions 


In patients with arteriosclerotic heart disease who 
underwent surgical procedures, it was concluded that 
the following procedures were helpful in increasing the 
surgical tolerance: (1) Adequate blood volume replace- 
ment or maintenance during anesthesia and operation 
and during the immediate postoperative period; (2) 
maintenance of the blood pressure above 100 systolic 
during anesthesia and operation; (3) use of intermit- 
tent positive pressure ozygen with Alevaire and Isuprel 
nebulization was thought to have been helpful in treat- 
ing those patients having associated pulmonary emphy- 
sema or a hypoventilation syndrome; (4) reduction of 
preanesthetic medication, especially of narcotics that 
might produce prolonged respiratory or circulatory 
depression; (5) use of Vasoxyl or Levophed intraven- 
ously by slow drip in instances of postoperative ven- 
tricular arrhythmias ; and (6) elimination of preopera- 
tive use of nitrate drugs. 

The surgical candidate who had arteriosclerotic 
heart disease was considered a satisfactory risk if the 
following criteria were fulfilled: (1) Absence of elec- 
trocardiographic evidence of coronary insufficiency, as 


TABLE VII—THE MORPHOLOGIES OF THE RST SEGMENT AS DET EeMISED IN THE GROUP OF PATIENTS WITH 
ARTERIOSCLEROTIC HEART DISEA 


RST segment negativity with 
upward convexity following a 


RST segment negativity with 


upward concavity followed by Iso-electric RST 


small S wave with terminal terminal positivity of the T segment with iso- 

positivity of the T wave wave electric T waves 
Number of cases 76 8 39 - 25 
Complications 22 0 i 15 


*Morphology in 3 cases could not be determined because of the presence of auricular fibrillation or bundle branch block. 
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indicated by the presence of a negative RST segment 
with upward concavity and with terminal positivity of 
the T waves in those leads reflecting the left ventricu- 
lar morphology—that is, coronary sclerosis without 
insufficiency ; (2) presence of satisfactory cardiac com- 
pensation ; (3) absence of advanced cardiomegalia ; (4) 
no evidence of myocardial infarction within 3 to 6 
months of contemplated surgery; and (5) absence of 
marked disturbance in auriculoventricular conduction. 

In the patient with hypertensive heart disease, non- 
fatal postoperative shock was most prevalent. The 
patient who had hypertensive heart disease was con- 
sidered a suitable candidate for operation if the follow- 
ing criteria were fulfilled: (1) The systolic blood pres- 
sure below 200 mm. Hg. and the diastolic blood 
pressure below 120 mm. Hg.; (2) absence of coronary 
insufficiency; (3) blood urea under 20 mg. per 100 
cc.; (4) presence of satisfactory compensation; (5) 
electrocardiographic evidence of hypertrophy of the 
concentric type rather than the eccentric type; and (6) 
without serious disturbance in auriculoventricular con- 
duction. 

Since arteriosclerotic and hypertensive heart dis- 
ease are the two most common types of heart disease 
seen in the average general hospital, we feel the above 
criteria will be of value in the presurgical evaluation of 
cardiac patients. 
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In evaluation of the RST segments in 76 arterio- 
sclerotic patients who underwent major surgical pro- 
cedures, three types of configurations were described. 
It was also noted that the highest number of cardio- 
respiratory complications occurred in those patients 
whose electrocardiograms revealed an iso-electric RST 
segment with an iso-electric T wave in those leads re- 
flecting the left ventriclar morphology. We felt that 
this indicated advanced coronary sclerosis, designating 
a guarded surgical risk, and emphasized the need of 
keeping in mind the many factors involved in the 
stresses of surgery and anesthesia that might also lead 
to poor tolerance. However, it did seem that these 
patients had the poorest tolerance and the highest inci- 
dence of postoperative complications. Those patients 
who exhibited left bundle branch block and auricular 
fibrillation appeared to tolerate surgical operation and 
anesthesia as well as those patients who did not present 
this type of electrocardiographic abnormality. 

Finally, in the evaluation of these patients, the 
presence or absence of failure was the crucial feature 
of the above criteria, regardless of the type of heart 
disease present. 


Summary 


One hundred and forty-three patients with heart 
disease were observed before, during, and following 
major surgical procedures at the Kirksville Osteopathic 
Hospital. Criteria for the preoperative evaluation of the 
patients with arteriosclerotic or hypertensive heart dis- 
ease were developed. The significance of the RST 
segment of the electrocardiographic tracings in 76 
patients with arteriosclerotic heart disease was evalu- 
ated. 

There were 39 cardiorespiratory complications and 
10 deaths. Five of these deaths were considered to have 
been noncardiac. The mortality percentage of cardiac 
deaths was 3.6. Although the mortality risk was not 
excessive, the number of nonfatal cardiorespiratory 
complications which developed was significant. 
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D. ARENDS: The subject that has been as- 
signed to us for discussion today is such a tremendous 
one that we can but touch on a few high points. Per- 
haps there is no better way for this panel to begin than 
to have our pathologist refresh our memories on the 
nature of cancer. 

Dr. Mitter: I would like to speak briefly on 
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the basic problems involved. In the first place, cancer 
today is more important as a cause of death than a 
whole list of diseases one might be inclined to think of 
first; for example, cancer kills more people than auto- 
mobile accidents or pneumonia. Second, the incidence 
of cancer is constantly increasing, and it is exceeded 
only by heart disease as a cause of death. Conditions 
that used to kill people—pneumonia, tuberculosis, com- 
mon infections—have been attacked by new therapeu- 
tic measures so that they are not killing so many people 
now. On the other hand, cancer is steadily increasing 
in proportion to other diseases as a cause of death to 
the point where it is estimated that by 1975 we can 
anticipate several hundreds of thousands of deaths 
yearlv from cancer or related to cancer. 

You may not be aware that over the past 10 years 
the United States Public Health Service has been mak- 
ing a study of the incidence of cancer and of cancer as 
a cause of death in ten maior cities in this country. In 
its Monograph No. 29 it states that its study cur- 
rently indicates that under prevailing conditions, 32 out 
of every 100 newborn children may be expected to de- 
velop cancer at some time during their lives. This does 
not necessarily mean that 32 persons out of everv 100 
will die of cancer, but that 32 out of every 100 will 
develop cancer in some form before they die. 

What is the definition of cancer? It is really a 
collection of diseases, but for simplicity we speak of it 
as a malignant neoplasm or tumor. Cancer has certain 
definite characteristics. Individual tissve cells exhibit 
mitotic figures. Cancer cells show a complete disre- 
gard for normal limitations of growth, and their 
chromosomes vary in size, configuration, and _ total 
number. Cancer cells show anisocytosis and anisonu- 
cleosis, and the nuclei are hyperchromatic. In a group, 
cancer cells do not grow in a normal fashion; they ex- 
hibit changes characteristic of neoplasm or malignancy. 
Cancer cells invade other tissues. There may be loss of 
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organization of the individual cellular groups, and there 
may be inflammatory reaction. Implantation of tumor 
cells is a common complication. Lymphatic spread is 
4 common characteristic of cancer cells in groups. In- 
vasion of blood vessels and metastasis by way of the 
blood stream are common. 

The cause of cancer is not known. All we have are 
a few historical theories: embryonal cell rests, chronic 
irritation, individual chromosomal factors, and heredity. 
We know that in man and in animals certain specific 
agents such as ultraviolet light, x-rays, and certain coal 
tar products are carcinogenic. The viral theory of can- 
cer is also an old concept. 

In this conjunction I would like to point out that 
in the last issue of the Cancer Bulletin, published by 
the American Cancer Society, Dr. Wendell M. Stanley, 
Director of the Viral Laboratories, University of Cali- 
fornia, is quoted as saying that he is convinced that 
viruses are the cause of most, if not all, kinds of can- 
cer. He says it is difficult to escape this conclusion, 
which represents the most intellectually satisfactory 
working hypothesis consistent with all known facts. The 
importance of this is that some people in pure research 
and in research of the cancer problem currently feel 
that the viral concept of the cause of cancer may have 
a great deal of basis in fact. 

What are the effects of a malignant tumor on the 
human body? Local pressure from tumor growth is 
one, with tissue destruction and hemorrhage. Or there 
may be distortion of an organ’s functions because of 
invasion by cancer cells. So we have alteration of func- 
tion, pressure, hemorrhage, necrosis, anemia, cachexia, 
and other signs and symptoms with which you are all 
familiar. 

Dr. ARENDS: Even though it would involve the 
risk of plagiarism, I think the best theme for this panel 
might well be: Always think cancer. An evaluation of 
some statistics of cancer cures today and what the pos- 
sible cure rate might be makes us believe that our 
physicians must learn just that: Always think cancer. 
Dr. Hall, will you give us the present cure rates and 
then say something about the possibility of increasing 
this cure rate? 

Dr. Hatt: The most generally accepted statement 
is that we are able to save about one in four cancer 
patients, but recently it is being said that we are now 
saving one in three patients, which represents an ad- 
vance in the last 10 years. While this is an achievement 
worthy of reporting, more important is the fact that 
without any new test, without any new method of treat- 
ment, without any new method of examination we 
actually could be saving twice as many people as are 
being saved today. This is significant and is related to 
early diagnosis and early treatment. 

Cure rates today range from 98 per cent in cases 
of skin cancer down to 1 or 2 per cent in such condi- 
tions as malignant melanoma, but roughly we are able 
to save from 25 to 33 per cent of all patients, which 
we might double if we were more persistent and careful 
and had full cooperation from patients. 

Dr. ARENDS: That brings up the problem of early 
recognition of cancer, and, as previously mentioned by 
Dr. Miller, there are a good many factors involved. Dr. 
Perrin, would you begin this discussion and perhaps in- 
dicate the most interesting or important factors from 
the standpoint of the internist in the early recognition 
of cancer? 

Dr. PERRIN: Seeing cancer depends upon looking 
for it. You are likely to miss cancer if you do not look 
for it. By looking I do not mean a single cursory physi- 
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cal examination. All too frequently physical examina- 
tion is not repeated until the patients have some new 
complaint or some other reason for examination. I do 
not think we can underestimate the value of complete 
and repeated physical examinations. Actually, the gen- 
eral practitioner’s office is just as good as the most 
elaborate cancer detection center when it comes to de- 
tecting some cancers, such as those of skin, breast, and 
rectum. So I would like to emphasize again the im- 
portance of thorough and careful physical examinations. 

Dr. ArENDs: Dr. Tanenbaum, do you agree wholly 
with that? From the standpoint of the radiologist, do 
you not think that perhaps the radiologist is most im- 
portant on this team? 

Dr. TANENBAUM: Certainly I think the radiolo- 
gist plays an important part. I believe in the prelimi- 
nary examination and the universal acceptance of rou- 
tine chest films on admission of all patients to hospitals. 
These films might help to detect some of these lesions, 
or at least they would establish a basis for future evalu- 
ation by comparison of all films in a patient who may 
later develop malignant disease. 

Dr. ARENDS: What you are saying in effect is, I 
believe, that it is fine for the radiologist to examine the 
patient, but it still requires the first physician seeing the 
patient to think of cancer and to suspect it. Perhaps we 
should spend some time in discussing the interrelation- 
ships of the physicians on this so-called team. Dr. Hall, 
would you state your position as a surgeon? 

Dr. Hatt: Teamwork is an extremely important 
part of this whole problem. The first man on the team, 
as we all know but may forget from time to time, is the 
general practitioner because in most instances he is the 
one who first sees the patient and it is usually his action 
that determines the fate of that patient. 

So this team will be comprised first of the general 
practitioner. While he sends the patient on to the other 
members of the team, he always remains on the team 
and acts as coordinator between the specialists and the 
patient’s family. The second member of the team is 
the internist who acts as consultant and in most in- 
stances he has a very important part. Then there is the 
surgeon who will render definitive treatment, the radi- 
ologist who not only aids in establishing the diagnosis 
but in many instances gives the proper type of treat- 
ment. Finally, there is the pathologist who confirms 
the diagnosis. So minimally the team consists of general 
practitioner, internist, radiologist, surgeon, and patholo- 
gist. 

Dr. ARENDS: We have established that it is the 
first physician at whose door we should lay the respon- 
sibility of finding these cancer patients. He holds the 
key to success or failure in this problem of malignancy. 
What he does, how he handles that patient, whether he 
thinks cancer or not decide the fate of the patient in 
many instances. Let us ask Dr. Keyes to emphasize 
some of the important factors concerning the screening 
of these patients that you, the first physician or the 
attending physician or the referring physician—what- 
ever term you prefer—see and suspect of cancer. What 
are the things you feel must be done, even in rather 
clearcut instances of suspected cancer? 


Dr. Keyes: There should be at least a posteroan- 
terior roentgenogram of the chest on hospital admission 
of all patients, and I would like the same thing for all 
office patients, which would increase the responsibility 
of the general practitioner. If that roentgenogram is 
properly taken and properly interpreted, it would be a 
great step forward in the detection of lesions in the 
chest, which is the area in which internal cancer is most 
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. . . cancer is steadily increasing 
as a cause of death... it is 
anticipated that by 1975 we will 
have several hundred thousands 


of deaths yearly from 


cancer or related to cancer 


readily discernible. The quality of this film is impor- 
tant because many times an expert opinion is not avail- 
able where the film is made and it must be referred 
for opinion. 

Roentgenographic study of the chest is an initial 
screening device, and it is important that any abnor- 
mality be detected and subsequently explained. The 
first impression gained from the film will determine or 
help to determine what the ultimate care should be for 
that patient. 

I feel further that fluoroscopy is of value, as well 
as multiple films and lateral views. I think we should 
make roentgenographic examination of the gastrointes- 
tinal tract on very minimal symptoms. 

I must also emphasize that patients should be pre- 
pared properly for these examinations. Roentgen ray 
diagnosis is not always 100 per cent accurate. The 
method itself has limitations, and there is great limita- 
tion on the part of the physician who conducts the ex- 
amination and interprets the findings. 

Dr. Perrin: Would the radiologist agree that if 
physicians stopped being satisfied so easily with a nega- 
tive report and asked for repeated examinations, there 
would be a higher incidence of diagnosis ? 

Dr. Keyes: Yes, I would agree. 

Dr. ARENDS: Would you feel that the incidence of 
multiple primary malignant tumors also makes it im- 
perative for very careful screening of patients radiologi- 
cally ? 

Dr. TANENBAUM: I certainly agree with that. 
Cancer in one area does not eliminate the possibility of 
cancer in another area at the same time. 

Dr. ARENDS: Dr. Perrin, do you feel that radi- 
ologic screening supersedes the good physical examina- 
tion you were talking about ? 

Dr. PERRIN: I would never agree to that. 

Dr. Miter: There have been some interesting 
studies directed at the basic problem. The American 
Cancer Society has pointed out that the incidence of 
cancer in physicians is as high as in their patients, and 
we tend to overlook that. Too often we do not think of 
the possibility of cancer in ourselves or our patients. 
We must not wait until the patient bleeds to death. We 
must consider that every patient may be a sufferer from 
malignancy. 

Dr. ARENDs: In early recognition of malignancy 


246 


we must, of course, utilize biopsy. Without biopsy and 
the subsequent histologic demonstration of the type and 
variety of malignancy present, there can be no sensible 
or reliable method of treatment. Dr. Hall, would you 
discuss some of the factors involved in biopsy ? 

Dr. Hatt: There are certain rules for obtaining 
a satisfactory biopsy specimen. 

1. A site must be selected that will give the most 
information and yet—and this is important—interferes 
least with future treatment if the lesion is cancer. There 
is no point in mutilating the tissue so badly in obtain- 
ing the biopsy specimen that the pathologist cannot tell 
what the specimen is, nor of destroying or dislocating 
the tissue architecture so that future treatment cannot 
be adequately appiied. 

2. The sharpest possible cutting instrument should 
be used. This may be a scalpel or a punch but it must 
be an instrument which gives a sharp tissue edge, show- 
ing, if at all possible, the transition between normal tis- 
sue and the pathologic tissue which is to be inspected. 

3. The specimen must not be crushed. Many phy- 
sicians pick up a piece of tissue with a delicate instru- 
ment like an Allis tissue forceps, but a crushing instru- 
ment such as an arterial clamp literally destroys the 
tissue so that the pathologist has nothing with which to 
make comparison. 

4. In broad expanses of tissue it is a good idea to 
sample several areas, becauses in any one area there 
may be only necrosis or inflammation, or the tissue 
which is pathologic may be missed. It is well to remem- 
ber that the pathologist can interpret only the tissue 
that is given to him. A negative report from his micro- 
scope does not necessarily mean that the patient does 
not have cancer ; it means only that there was no cancer 
in the tissue the pathologist received. Repeated biopsy 
may well be indicated. 

5. The specimen must be immediately fixed in the 
proper solution. That may be 4 per cent formaldehyde 
or Zenker’s solution, or, in the preparation of slides for 
Papanicolaou test, equal parts of 95 per cent alcohol 
and ether. : 

6. The selection and preparation of the site for 
biopsy are important. The lesion must be carefully 
cleansed to rid it of the tissue debris that may be picked 
up exclusively, leaving the diseased tissue behind. The 
biopsy specimen should be taken from the margin of 
the tumor and include both normal and neoplastic tis- 
sue. If you have doubts concerning this demarcation, 
draw some lines in ink before taking the specimen. The 
necrotic portion of the tissue must be avoided. 

Now I should like to say a word about the types 
of biopsy. First there is incisional biopsy in which we 
can use the scalpel or punch but never the cautery, be- 
cause it literally cooks the tissue sent to the pathologist 
for diagnosis, and with it the patient’s chances of get- 
ting help in time. 

The next type of biopsy is excisional, in which 
the entire lesion is removed. This type is recommended 
for smaller lesions of the skin. Rather than cut into a 
small lesion, remove it in toto but go widely enough 
around it, perhaps half the diameter of the lesion, and 
deeply enough into the underlying tissue to remove all 
extensions of the tumor. 


In aspiration biopsy, tissue cells are removed by 
means of a sucking device. This is used principally on 
tumors of the neck, and local anesthetic is usually given. 
A needle is introduced into the tumor, and cells are as- 
pirated and expressed onto a slide for the pathologist’s 
inspection. The method has at least two disadvantages ; 
in fact, I mention it principally to condemn it: (1) The 
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tumor may be and often is missed by those who are 
not skilled in the technic, and (2) unless the patholo- 
gist is highly trained in the procedure he may not be 
able to identfy the specimen. 

In needle biopsy, a needle of the Silverman type is 
inserted into a tumor node, particularly in the neck, and 
a plug of tissue is cut out. When successfully done this 
procedure has some value. 

Finally there is the type of biopsy most recom- 
mended. This consists in cutting into the edge of the 
lesion without removing tissue from the center that is 
usually necrotic and inflamed. In such a biopsy the 
incision should extend into the surrounding normal 
skin. There is hardly an area on the body that cannot 
be injected with a little novocaine before excision of a 
small wedge of tissue with a scalpel. But the excision 
must go deep enough into the underlying tissues to 
demonstrate whether or not there is invasion. The edge 
of the growing lesion which shows transition must also 
be included in order to enable the pathologist to make 
the diagnosis. It takes only one or two sutures to close 
the defect. This is a most proper, effective, and ac- 
curate means of removing tissue for biopsy. 

Dr. AreNDs: In other words, biopsy is a planned 
procedure. It is not a hit-and-miss proposition in which 
one blindly takes a little bit of tissue and, if the patholo- 
gist sends back a negative report, forgets about the pa- 
tient ever having cancer. 

The next subject is the question of methods of 
treatment of cancer, particularly some of the factors 
involved in obtaining prompt and adequate therapy. Dr. 
Perrin, would you mention once again some of the fac- 
tors involved in careful physical examination that di- 


rects proper treatment for the cancer patient? 


Dr. Perrin: In my own experience a few things 
have been most helpful in making a complete physical 
examination. One has been careful palpation of the 
lymphatic tissue. I make it a routine to palpate care- 
fully all lymphatic glands of neck, axilla, and groin, 
anteriorly and posteriorly. 

There are simple instruments that help make a 
complete examination: a laryngeal mirror, a speculum 
for the cervix, and a proctoscope or sigmoidoscope. I 
think the one that is usd most often is the instrument 
for a good rectal and sigmoidoscopic examination. 


Dr. ArENpDs: Might we now place some emphasis 
on the use of the roentgenogram in the staging of can- 
cer? We have pointed out that physical examination 
and biopsy are extremely important in determining ex- 
tent of the cancer at the time it is recognized by the 
physician. Do you radiologists have aids for the physi- 
cian in staging the tumor and evaluating its extent so 
that a decision may be made as to whether it is a case 
for surgical therapy or for irradiation? 


Dr. TANENBAUM: In the clinical staging of cancer 
the roentgenologist does play a part, but there has been 
much confusion between the pathologic grade and the 
clinical stage of tumors. It has been accepted that in 
order to approach properly the treatment of cancer, 
every patient must be evaluated by physical examina- 
tion. This should be done by all means so that the clini- 
cal stage of disease can be determined. Clinical staging 
of all malignant tumors depends upon the local lesion, 
invasion of contiguous tissue, regional lymphatic spread, 
and distal invasion or metastases. Clinical staging has 
been divided into stages 0, 1, 2, 3, and 4. A tumor in 
category 0 shows no clinical symptoms but pathologic 
changes are superimposed upon negative clinical ex- 
amination. 

In clinical stage 1, the tumor is localized with no 
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infiltration or visible inflammation beyond the tumor 
site. In clinical stage 2, the tumor may be large and 
may show infiltration of contiguous tissues with mild 
inflammatory pathologic changes in the tissues sur- 
rounding the tumor. In clinical stage 3, the tumor ex- 
hibits contiguous fixation with regional lymphatic ex- 
tension. There may or may not be ulceration at the site 
of the lesion, or there may be extensive inflammatory 
reaction around the tumor. In clinical stage 4, the 
tumor may show any or all of the previously mentioned 
pathologic changes as well as evidence of distant 
metastases to the viscera or bone. It is in relation to 
these extensions that irradiation plays such an impor- 
tant part. 

Dr. Hatt: Dr. Miller, what is your experience 
with the general practitioner’s confusion about grading 
and staging of tumors? 

Dr. Mitter: I think this is an important point. It 
has been mentioned here that histologic grading of ma- 
lignancy is not the most important thing so far as the 
patient is concerned. But it does tell whether the pa- 
tient has an actively aggressive tumor and whether or 
not he is developing some resistance to it. However, 
the important thing is the clinical extent of the tumor. 
Most major centers have abandoned the histologic 
grading of tumors, and in our institution we have tried 
to abandon it because it gives a false sense of either 
apprehension or security. Broder’s grade 1 tumor of 
the cervix which is completely inoperable is classified 
as clinical stage 4. So it is more important for the 
practicing physician and surgeon to be educated in the 
clinical staging of tumors than in their histologic 
grading. 

Dr. ArENDs: Is it not true also, Dr. Miller, that 
it is possible to get three or four gradations in a bulky 
tumor if biopsy specimens are obtained from different 
areas? 

; Dr. Miter: That is one of the fallacies in grad- 
ing tumors. 

Dr. Hatt: This differentiation of tumors is very 
important. Staging indicates the extent of involvement, 
and grading represents the number of mitoses and other 
pathologic signs in the tissue. Do you attribute any 
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significance to the response of the tumor, whether it is 
grade 1 or grade 4, and are you in favor of abandoning 
the grading system ? 

Dr. Miter: Grading of tumors has some impor- 
tance. For instance, the more immature the cells and 
the higher the grade of the tumor, the more lethal and 


Cancer in one area does not 
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the more radiosensitive it is. It is important to know 
grading and cell types in terms of radiation therapy. 

Dr. Arenps: If a tumor is radiosensitive is it 
curable? 

Dr. TANENBAUM: I believe it is an accepted fact 
that a tumor that is radiosensitive is not necessarily ra- 
diocurable, but radiosensitivity is an index of radiocura- 
bility as far as the radiologist is concerned. 

Dr. PerrtN: Clinical classification or staging is an 
attempt to work out a system whereby we can cate- 
gorize the kind of therapy indicated, according to what 
stage the cancer is in. It is a more detailed way of find- 
ing out whether a patient is operable or should receive 
radiation, chemotherapeutic agents, or hormones. 

Dr. Arenps: Is there any disagreement on this? 
Perhaps one example might be given to indicate further 
the lack of clinical importance of histologic grading 
from the standpoint of prognosis. Consider a grade 1 
epidermoid cancer of the uterine cervix in a 23-year-old 
woman that will produce extensive metastases and 
death in a matter of several months. In contradistinc- 
tion, the same epidermoid cancer of the uterine cervix 
in a woman 55 to 60 years of age may not produce 
death for a matter of years, despite its histologic grad- 
ing of 4. 

Now we might discuss some of the more prevalent 
types of tumors. Would you continue the discussion 
on skin tumors, including a few of the factors involved 
in their diagnosis and treatment ? 

Dr. Hatt: The incidence of skin cancer is quite 
high particularly in farmers, sailors, and others who 
are Outdoors a great deal. The cure rate is likewise 
high, provided we act in proper and definitive manner. 

In most common skin lesions there are numerous 
keratoses, each of which is either a premalignant or al- 
ready malignant lesion. We see these most often in the 
elderly, although they are also seen in younger people. 
We are practicing a truly preventive type of cancer 
management if we remove those lesions. Senile kerato- 
sis may be treated by an electric needle in skilled hands, 
but removal with a scalpel is preferable because this 
permits diagnosis to be made. So often these patients 
are content to watch their lesions grow until there is a 
superimposed squamous cell carcinoma of the skin. If 
they can be taught to come in earlier when we can do 
something more for them, we will have a much better 
chance of good results. When the lesion gets to the stage 
of a squamous cell cancer or basal cell lesion, it greatly 
lowers the cure rate. The squamous cell lesion, which is 
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more common around the periphery of the face, is not- 
ed for its tendency to metastasize; it may spread, for 
example, to the preauricular nodes, into the nodes be- 
neath the angle of the jaw, any place down into the 
neck, or even to more distant areas. On the other hand, 
basal cell carcinoma practically never metastasizes. The 
incidence is so small as to be scarcely worth noting. 

These lesions, once diagnosed, may be treated by 
roentgen ray or by excision, depending upon the size of 
the lesion, the cell type, and other factors. Follow-up 
treatment is much more significant in the case of the 
squamous cell lesion because distant metastases are fre- 
quent and the patient must be checked regularly. 

Dr. ARENDS: In other words, even in the common 
skin tumors, clinical staging is of importance. 

Dr. Hatt: That is correct. The simple mole is 
another type of skin tumor which causes a great deal of 
confusion to the practitioner. The average person has 
perhaps twenty moles on his body, but which is the sim- 
ple mole and which is the malignant melanoma? The 
difference is significant because the melanoma is highly 
malignant. In spite of the fact that it appears to be 
localized, it may have metastasized widely. Malignant 
melanoma has an irregular edge instead of the sharply 
defined border of the junctional nevus or common mole. 
When malignant melanoma occurs on an extremity, for 
instance the toe, and removal of the lesion is indicated, 
it is not enough to excise the lesion widely and deeply. 
Usually it is better to amputate the toe. This is one 
time I would advise against cuiting into the tumor for a 
biopsy specimen. By doing so, one very likely causes 
its spread. This type of tumor is at least 98 per cent 
resistant to radiation therapy so if such a lesion is to 
be removed from the toe, we must go widely and deeply 
around it. If later there appears evidence of involve- 
ment of the regional lymph nodes, the entire leg may 
have to be removed, and that is always a difficult prob- 
lem to pose to the patient. Amputation cannot be done 
as a prophylactic measure in most places. When these 
lesions are removed near areas of rich lymphatic sup- 
ply, en bloc dissection is often the procedure of choice. 
For instance, suppose you have a lesion near the axilla. 
You would continue the dissection on up into the axilla, 
and remove the lesion and axillary contents all in one 
procedure. These lesions occur where we can see them 
and it is up to us to determine whether they are malig- 
nant or benign. Biopsy is the only way we can tell. 

Dr. ARENDS: We have been talking in terms of a 
planned biopsy. Will Dr. Perrin discuss a hypothetical 
case in which axillary nodes are shotty and question- 
able? In such a case are there any reliable laboratory 
procedures for clinically staging this type of tumor? 

Dr. Perrin: I have currently tried all popular 
serologic and protein determinations that may be help- 
ful and I feel that you cannot rely on any of them for 
this purpose. 

Dr. ArENDs: Dr. Miller, do you feel that proce- 
dures such as bone marrow aspiration have a place in 
the clinical staging of tumors? 

Dr. MiLcer: Bone marrow aspiration is just an- 
other form of biopsy by which one attempts to detect 
spread of the tumor. I agree with Dr. Perrin that there 
are no particular laboratory procedures that will be of 
much assistance in predicting whether there is tumor 
spread until the patient is so acutely ill and so affected 
systemically that there are indications of other sorts. 
You may by needle aspiration of bone marrow actually 
detect the tumor itself, which I believe is the only way 
to establish a positive diagnosis. I don’t even believe in 
roentgenograms in such a case. 
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Dr. ArENDs: Dr. Keyes would you care to com- 
ment? 

Dr. Keyes: Before this type of lesion is handled 
in any way, I believe it is imperative that chest films be 
made. Often melanomas are first diagnosed by a 
metastatic lesion found on chest examination. Then 
you question the patient further and find that he has 
had a lesion removed, or you see a scar on the extrem- 
ity. It is my understanding that some of these lesions 
are not pigmented and that the first manifestation may 
be a nodule in the lung. 

Dr. ARENDS: I disagree with Dr. Perrin’s state- 
ment that there are no methods for laboratory diagnosis 
and staging. We feel very definitely that there are di- 
rect and indirect means of laboratory diagnosis. Cer- 
tainly biopsy is necessary. In addition, if you suspect 
metastasis to the skeleton despite absence of roentgeno- 
graphic evidence, aspiration of bone marrow certainly 
can demonstrate tumor in at least a small percentage of 
cases. What we are trying to point out is that you may 
have a patient who has a small malignant area and an- 
other obvious cancer. In staging these tumors, the en- 
tire patient must be considered. 

We feel that indirect ways of determining the clin- 
ical stage of the tumor are roentgenographic examina- 
tion, laboratory studies, blood count, sedimentation rate, 
and blood chemistry. We put a great deal of emphasis 
on serum alkaline phosphatase determination, because 
we feel it is probably one of the best procedures for 
evaluation of metastasis to the liver. It is our favorite 
laboratory procedure in evaluating patients with malig- 
nant tumors or in clinically staging extent of the neo- 
plasm. Certainly you are familiar with serum acid 
phosphatase in such tumors as carcinoma of the pros- 
tate. In fact, we even feel that examination of the 
urine is extremely important. What do you have to say 
to that, Dr. Perrin? Do you feel that these procedures 
are worth while or do you still feel that they are worth- 
less? 

Dr. Perrtn: None of these tests could really be 
called a cancer test but I can see where they might well 
have an application. I do not think I would depend too 
much on any of them in deciding whether or not to 
operate on the patient. If the serum acid and alkaline 
phosphatase and sedimentation rate were elevated in a 
patient with prostatic cancer and I was unable to find 
evidence of metastasis by roentgenogram, I would hesi- 
tate to decide that the tumor was already inoperable. 
Bence-Jones protein in multiple myeloma is, of course, 
a valuable clue in the diagnosis, but I would hardly call 
any of these cancer tests. 

Dr. Hatt: If you had a patient with elevated 
serum acid and alkaline phosphatase and suspected can- 
cer of the prostate but without roentgenographic evi- 
dence of metastasis, you would not consider that metas- 
tasis from the prostate had already occurred? 

Dr. Perrin: I don’t think that is enough evidence 
for that assumption. 

Dr. Hatt: What evidence would you accept? 

Dr. Perrin: If I could show by roentgenogram 
that there was spread to the lungs or lumbar vertebrae 
or pelvis I would be better satisfied. I have been thrown 
off too often by laboratory determinations. I would like 
to be able to see and feel what I am dealing with. 

Dr. ARENDs: In staging carcinoma of the prostate 
what emphasis do you put on low-back pain despite 
negative roentgenographic evidence and laboratory pro- 
cedures ? 

Dr. PERRIN: I recognize that in prostatic cancer, 
as in carcinoma of the breast and cervix, the roentgeno- 
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grams often may not show metastatic lesions for as 
long as 50 days. Often they are present, but I like to 
give the patient every benefit of doubt when I am de- 
ciding what kind of management he is going to receive. 

Dr. Hatt: We shall now proceed into the realm 
of carcinoma of the breast. Physical examination here is 
often the most important of the examining procedures. 
In fact, the program advocated by the American Cancer 
Society is to teach women self-examination and, even 
more important, to teach doctors how to examine 
breasts. This is very laudable in my opinion. 

There are some definite signs to look for in ex- 
amining the breast. There is, for instance, the phe- 
nomenon of dimpling of the skin in which, because of 
the nature of cancer of the breast, some degree of scar 
tissue is laid down. Since scar tissue characteristically 
contracts, there is a pulling in of Cooper’s suspensory 
ligaments. It is perfectly possible for traumatic fat 
necrosis to produce a similar picture, but the general 
appearance without any palpatory findings whatever is 
important. 

Another important finding is the presence of re- 
traction. The presence of either or both of these signs 
certainly should make one examine that breast more 
carefully. Unfortunately many physicians, either 
through lack of time or for fear of invasion of the pa- 
tient’s privacy, neglect to examine the patient’s breasts. 
Some patients are equally reticent, but it has been my 
experience that more often it is the doctor. 

It is important to examine breasts by inspection. 
If you move a light over the chest rather than using a 
fixed one, you can often see little gradations in the ap- 
pearance of the skin shadow not otherwise seen. If the 
discriminating palpation for which we are noted is also 
used, there is little reason why in our routine examina- 
tion of the patient we should not be able to discover 
even very small lesions in the breast. We know cancer 
of the breast has a nasty reputation, but it is a tumor 
which can be found early if only it is looked for. Un- 
fortunately, most breast tumors are found by the woman 
because she has more frequent opportunity for self in- 
spection and because the doctor does not examine her 
often enough. 

Dr. Perrin: Dr. Hall, don’t you think that in in- 
spection of the breast it would be well to remember that 
the patient seated or leaning forward may demonstrate 
retraction signs that are often missed if examination is 


Thirty-two out of every hundred 
newborn children may be expected 


to develop cancer some time during life 


made only while the patient is on her back, as she is 
when you are palpating? 

Dr. Hatt: Certainly. Unless you examine your 
patient in sitting, leaning forward, and reclining posi- 
tions you are apt to miss tumors. Many times they will 
not be palpable when the patient is sitting, because of 
the thickness and pendulousness of the breast. If she 
is lying down, the tissue layer through which you pal- 


not- 
for 
be 
the 
and, 
The 
by 
of 
‘ 
-up 
the 
fre- 
10n 
nas 
he 
nly 
int 
ly ges 
le. 
y 
ne 
a 
es 
nt 
to 
y 
y 
ie 
e 
1 
bd 
> 
H 
q 
249 
‘ 


Cure rates range from 98 per cent 
in cases of skin cancer down to 


1 or 2 per cent in such conditions 


as melanoma, but roughly we are 
able to save from 25 to 33 


per cent of all patients 


ERE RE RE RE RE RE REESE 


pate is thin, and you can discover tumors more readily. 
To use one method to the exclusion of all others is 
certainly a very great mistake. 

Dr. ArENDS: Do you think that tugging gently on 
the nipple and putting tension on the suspensory liga- 
ments of the breast can accomplish approximately the 
same thing without change of position of the patient ? 

Dr. Perrin: I don’t think it will do the same thing 
at all. I think that if you seat the patient and have her 
lean forward with her arms outstretched you will bring 
out retraction signs that you don’t seem to be able to 
find any other way. 

Dr. ArENDs: Now we would like to discuss treat- 
ment. Suppose we start with Dr. Hall again and ask 
him to outline briefly what he recommends and does for 
patients with the various clinical stages of carcinoma of 
the breast. 

Dr. Hatt: When there are several signs indica- 
tive of malignancy, this may in itself contraindicate 
performance of adequate surgical treatment. But what 
do we consider adequate surgical treatment? For cura- 
tive treatment we still go back to 1889 and Halsted’s 
classical operation with Willie Meyer’s modification a 
year later in which he removed the breast in its entirety 
with both the pectoralis major and minor muscles and 
dissected out the axillary nodes piece by piece. This 
type of operation, to be adequate, requires 4 hours, even 
in the hands of an expert. There has been in the last 
several years a tendency to become perhaps a bit more 
radical in these procedures and to perform operations 
in which the first four interspaces are explored and the 
lymph nodes are removed for histologic examination. 
If carcinoma is present in any of these, no radical op- 
erative procedure is indicated. On the other hand, there 
is a school of thought that favors removal of the first 
four costochondral cartilages in toto followed by classi- 
ca radical mastectomy and filling in of the defect left by 
removal of the cartilages with a fascia lata graft from 
the thigh. These procedures are all limited to areas of 
research activity and are not recommended for the 
average general surgeon. 

If the average general surgeon is going to use a 
curative procedure in treatment of breast cancer he 
should perform the classical Halsted operation. How- 
ever, if such signs as dimpling and edema of the skin 
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are present, he should consider very seriously the pos- 
sibility of not operating. If there is dimpling and re- 
traction of the skin and a palpable axillary node, radical 
surgery is contraindicated. If there is local necrosis or 
ulceration with edema or involvement of the nodes, 
radical mastectomy may not be advisable, and only a 
simple operation should be performed. The trend to- 
ward simple mastectomy and irradiation is now swing- 
ing back toward radical mastectomy with or without 
radiation therapy. 

Dr. PERRIN: In Chicago we have been using that 
simple technic preceded by irradiation. We feel that 
the dissemination of tumor cells is more localized with 
simple mastectomy following irradiation. Three years 
is too short a period on which to base a definitive state- 
ment, but I think our results to date with this technic 
appear to be a little better than with radical mastectomy. 

Dr. TANENBAUM: Next to cancer of the cervix, 
cancer of the breast has been the most debated between 
surgeons and radiologist. The question of radiation 
therapy again goes back to clinical staging of the dis- 
ease. I still think that in clinical stage 1, radical opera- 
tion probably offers the best chance of survival. 

Dr. AreNps: Will you define stage 1 in breast 
cancer ? 

Dr. TANENBAUM: In clinical stage 1 the lesion is 
usually confined to the breast proper with no extension 
beyond the margin of the breast ; it shows no gross in- 
flammatory or ulcerative changes on the surface of the 
breast with no invasion of the regional nodes. 

Dr. ARENDS: Do you consider the size of the tu- 
mor node itself in the staging? 

Dr. TANENBAUM: Usually the tumor should not 
exceed 1 to 1.5 cm. in diameter, but in a breast lesion it 
may measure up to 3 cm., if there are no signs of ex- 
tension or invasion. 

Dr. ARENDs: Dr. Miller, how often do you find a 
large group of nodes in the axillary fat submitted with 
breast tumors? Are tne specimens that you receive 
truly radical mastectomy specimens or, as in our ex- 
perience, is the axilla merely entered with very few 
nodes included ? 


Dr. Miter: I take as dim a view of radical mastec- 
tomy as I do of a great many radical operations, because 
I do not think they accomplish their purpose. I think a 
great many surgeons do not have the real concept of the 
operative procedure to begin with. If you are going to 
perform radical mastectomy, you must dissect the axil- 
lary space thoroughly and remove all lymph nodes. I 
think what Dr. Arends is trying to point out is that too 
frequently we do not receive what we consider to be the 
entire content of the axilla. I think that what is often 
classified as a stage 1 cancer is not so much that as it is 
a specimen of an ineffective radical mastectomy. 


Dr. Harv: I agree with Dr. Miller. Where a good 
deal of research is done in this field, they say that their 
trained residents are able to dissect and identify an av- 
erage of 28 to 30 lymph nodes per axilla, but I have 
seen very few surgeons endeavor to do that. Some 
skilled surgeons maintain that they are able to dissect 
and identify perhaps 32 or 34 lymph nodes per axilla, 
but this procedure takes a long time. Too often the 
surgeon takes the upper axilla en bloc; he does not 
tediously dissect these areas. If there is dissemination 
via the lymphatics of the internal mammary chain, as 
there may be, then no amount of dissection of the axilla 
is going to cure the cancer of that breast. Some sur- 
geons maintain that lymph nodes in the internal mam- 
mary area are so poorly developed that if the cancer 
gets to them, it immediately goes on through into the 
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blood stream and there is no point in removing the 
glands. Others maintain that one should dissect the 
entire area of the chest wall. But no one knows whether 
this is really right or wrong. In fact, we have plenty of 
room for doubt that either surgical removal or irradia- 
tion is the best treatment for breast cancer. Most radi- 
ologists in this country are loathe to use the type of 
irradiation that is carried out in Europe. The British 
radiologists treat patients somewhat more vigorously ; 
they deliver very heavy roentgen ray doses, and most 
British hospitals have a radiation physicist on their 
staffs. Most American radiologists are not willing to 
deliver such heavy doses, but unless they do they are 
probably not destroying cancer. 

Dr. ArENDs: Dr. Perrin, as an internist who sees 
the end results of both types of therapy, what is your 
opinion ? 

Dr. PERRIN: I am inclined to be a little pessi- 
mistic, as Dr. Miller is. I have seen too many patients 
after radical mastectomy who have recurrence of can- 
cer at the site of the incision. If radical mastectomy is 
supposed to prevent this, it just does not seem to do so. 
That is why I am so strongly in favor of any measures 
—chemotherapeutic, such as nitrogen mustard, or ir- 
radiation which is probably more effective before opera- 
tion—which lessen the possibility of local dissemination. 

Dr. TANENBAUM: I would like to put in a plea for 
roentgenographic survey of the chest, particularly from 
both frontal and lateral aspects. If the patient com- 
plains of back pain, discomfort in the legs, or headache 
that you cannot explain, the spine should be surveyed, 
because, if on physical examination you feel there 
is a stage 1 lesion present, roentgenographic examina- 
tion may reveal metastases, and surgery will be of no 
value. I mention this because we are often asked to 
examine a patient after mastectomy. It is difficult in 
our area to get preoperative roentgenographic evalua- 
tion. 

Dr. Mitter: I want to qualify my earlier state- 
ment about not believing in the value of roentgeno- 
grams. What I meant to say is that what the radiologist 
finds in the field of cancer is largely academic. It does 
no good to find that the patient has metastasis to the 
head of the humerus, that there is a cannonball in the 
chest and several nodules in the skull. Certainly he can 
find these. When I expressed my opinion, we were 
discussing malignant melanoma. I don’t believe that in 
that particular instance the radiologist is going to be of 
much help in the diagnosis. He will demonstrate meta- 
stases, tissue destruction, and other such things of aca- 
demic interest in learning that the patient is inoperable. 

Dr. TANENBAUM: The subject under discussion be- 
fore we got off on this track was the question of radical 
or simple mastectomy and irradiation. In Philadelphia 
we for many years have followed the rule of radical 
removal of the breast, preceded and followed by irradi- 
ation. With this procedure we have found no recur- 
rences in the incisional scar. Our experience goes back 
for a number of years and I believe the results have 
been published in THe JouRNAL OF THE AMERICAN 
OsTEOPATHIC AssocraTION. We feel that preoperative 
irradiation is helpful in devitalizing the peripheral and 
most active cancer cells prior to radical operation. 

Dr. MILLer: Many such results are accidents. I 
think the end result depends entirely upon the tumor’s 
degree of malignancy and the resistance of the “host. 
Let us consider the hypothetical case of a 28-year-old 
woman who is pregnant. She has cancer of the breast 
and has had radical mastectomy. Now she appears with 
about forty metastatic nodules. That cancer has tremen- 
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dous malignancy and is going to kill her no matter what 
kind of treatment is given. So I think statistics depend 
upon the tumor-host relationship. 

Dr. TANENBAUM: The case Dr. Miller mentions 
is interesting from another angle. This young woman 
who is pregnant and has cancer of the breast has re- 
ceived estrogens and yet nothing was done to the 
ovaries, which may account for the recurrence. 

Dr. ARENDS: What importance do you attach to 
oophorectomy or adrenalectomy in such a case? 

Dr. Miter: My work does not cover this thera- 
peutic approach. I know of some of the work that is 
being done. Some surgeons are performing oophorec- 
tomy and adrenalectomy but our experience at the 
Dallas Osteopathic Hospital is limited in this surgical 
therapy. 

Dr. Perrin: If my wife had cancer of the breast 
I would be inclined to recommend oophorectomy, but I 
would not recommend adrenalectomy unless the cancer 
was in a late stage. Some surgeons think that operation 
on the pituitary gland might be considered if the situa- 
tion is hopeless, but these procedures are intended for 
the case that has already reached clinical stage 3 or 4. 

Dr. Hatt: From the discussion it is obvious that 
convictions are often easier to arrive at than are con- 
clusions. Statistics that have been quoted are like a 
lamp post to an alcoholic, lending more support than 
illumination. 

Dr. Perrin has said that if his wife had breast 
cancer he would have her ovaries removed. Would he 
prefer surgery to roentgen rays? I think it should be 
pointed out that hormones have some role in the de- 
velopment of breast cancer, as they do in prostatic can- 
cer. In the patient with breast cancer who is still in the 
childbearing age, perhaps some 50 per cent do have 
tumors that are estrogen dependent. The question 
arises: Are you going to castrate this patient at the time 
her tumor is removed or will you wait until she shows 
signs of recurrence? You can get into quite a discus- 
sion on that, but most doctors think castration should 
be deferred until there is sign of recurrence. Irradia- 
tion can stop the menstrual flow but cannot destroy the 
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ovary and its attendant estrogen production, which 
ceases only after the ovaries are surgically excised. The 
worth of adrenalectomy in patients who show a re- 
sponse to oophorectomy remains to be evaluated. It is 
not a procedure for the general surgeon in the general 
hospital but for use where experimental work is being 
done. 

Dr. TANENBAUM: As a rule irradiation of the 
ovary is not recommended as primary treatment. We 
do, however, feel that for the many patients who cannot 
withstand a second operation, irradiation will aid in 
their survival. It may not cure them. We are not talk- 
ing about the curable patient, but the patient with 
metastases. Irradiation may produce palliation as do 
some other measures. 

Dr. ArENDs: Now I shall summarize some of the 
points that we have developed and open this meeting 
to consideration of questions which have been given us. 

We have tried to indicate that diagnosis and early 
recognition of cancer depend upon teamwork. Most 
important on the team is the first physician seen by the 
patient, usually the general practitioner. The next im- 
portant step is a careful physical examination aided by 
laboratory and roentgenographic sidies. We have tried 
to indicate the importance of determining that the lesion 
definitely is malignant, and that a negative report on a 
biopsy specimen does not exclude cancer. We have given 
you certain rules to follow in performing a biopsy, but 
we have spent most of our time in discussing the im- 
portance of examining the whole patient with the idea 
of determining the clinical stage of the cancer, the de- 
gree of advancement rather than the exact histologic 
status. I think the discussion on therapy has estab- 
lished reasonably well the fact that there are many ac- 
ceptable technics but that they all require thoughtful- 
ness. 

To sum up, I think we all agree that our main 
theme must be: Always think cancer. 

We will now attempt to answer questions that have 
been presented to us. 


Question 1. What role do chronic infection, 
toxemia, and irritants play in cancer development? 


Dr. Mitter: The viral concept of the cause of 
cancer is currently the most acceptable. There is some 
evidence that chronic irritation and infection may lead 
to hyperplasia of tissue that ultimately may become ma- 
lignant. For example, chronic irritation from an ill- 
fitting dental plate sometimes leads to ulceration of the 
mucosa and development of cancer. Certain chem- 
ical substances are known specifically to be carcino- 
genic; certain coal tar dyes have been proved to cause 
tumors of the urinary bladder, and certain agents have 
been proved carcinogenic to experimental animals. But 
generally speaking, I do not feel that chronic irritation, 
infections, and toxic agents play a very large part in 
the average case of cancer. 

Dr. ARENDS: In the recent literature more and 
more articles are concerned with the role of antibody- 
antigen response in relationship to cancer. Previously 
it was thought that the body had no resistance to can- 
cer, but certain investigators have been able to demon- 
strate that there is initial resistance. This resistance is 
strong in some people, weak in others; it develops for 
a period and then for some unknown reason the patient 
quickly shows carcinomatosis and resistance weakens 
and produces no effect on the growth of the tumor. 
Apparently there is a great deal to this idea of the 
body’s resistance even to malignancy. 
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Dr. Hatt: I would not want us to go on record 
as agreeing that cancer is produced by a virus. Yet 
none of us is prepared to say that it is not. It should 
be pointed out that even those who believe that cancer 
is produced by a virus realize that there are certain 
predisposing agents which may alter the patient’s re- 
sistance so that he becomes susceptible to these ultra- 
microscopic agents. For example, Dr. Miller mentioned 
the aniline dye workers’ development of bladder tumors 
because of concentration of the dye in the bladder. The 
National Cancer Institute is making a thorough study 
that may show many of the resins used increasingly in 
plastics, contain carcinogenic agents which may lead to 
development of cancer from chronic irritation. 


Question 2. How often is there patient delay 
in seeking help in cancer and how often is there 
physician delay? 


Dr. Perrin: There has been a great attempt to 
educate the public to minimize patient delay, so there 
must have been a significant factor of delay on the part 
of patients. The pros and cons of public education are 
interesting. I have never known cancerophobia to kill 
a patient, as cancer does, so I am inclined to feel that 
patient delay is being rapidly cut down through develop- 
ment of cancerophobia by public education. If the 
physician is not looking for cancer, obviously he will 
not see it. Frequently the patient has cancer that the 
physician fails to see, and that kind of delay is greater 
than we would like to recognize. That is one reason 
why our institutions accept public health grants-in-aid 
for teaching the latest improved methods of cancer de- 
tection. 

Dr. Keyes: I believe that we should insist that 
our patients have roentgenographic examination of the 
chest as part of the basic survey and roentgenographic 
examination of the stomach for such simple symptoms 
as indigestion. Sometimes that is the only symptom 
the patient has. Oftentimes findings from examination 
of the upper gastrointestinal tract are reported as nega- 
tive and yet the patient continues to have symptoms. In 
such a case the lower bowel should be examined. We 
have found silent lesions of the colon with no change 
in bowel habit and no rectal bleeding. These patients 
should be re-examined in a month or so if symptoms 
persist in spite of treatment. We must keep in mind 
the possibility of cancer. We must not wait and see; 
we must look and see in every way possible. 

Dr. ARENDS: Then you agree with Dr. Perrin. 
You feel that the bulk of the responsibility and perhaps 
the most frequent failure is the physician’s because he 
fails to diagnose cancer early. 


Question 3. Under what conditions do you 
tell or not tell a patient that he has a cancer after 
it has been definitely proved? 


Dr. Perrin: If there is a possibility that any kind 
of treatment will be helpful, acquaint the patient with 
his true condition. If treatment can offer nothing ex- 
cept the relief of pain, I do not tell him. It is ridiculous 
to ask the patient to believe that he has some innocuous 
disease and yet expect his adequate cooperation in a 
series of roentgen ray treatments. He senses the truth 
anyhow, and if he does not he may not do what is best 
for him. 

Dr. Hatt: This question does not have a yes and 
no answer. In our experience any patient who has can- 
cer and who has a personality sufficiently stable that he 
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can cooperate with us is told of his condition. It is 
more unusual for us not to tell the patient. 

Dr. TANENBAUM: I know as a radiologist that un- 
less a patient has been told the truth, he will either stop 
in the middle of treatment or will feel that we have lied 
to him from the beginning, and will not believe us later 
when we must have more cooperation. Of course, not 
all patients react this way. There is still the psychologic 
approach to the management of terminal cancer. 


Question 4. Has recent experience changed 
the opinion of the radiologist in regard to roent- 
gen therapy in the treatment of bronchogenic car- 
cinoma? 


Dr. TANENBAUM: The treatment of bronchogenic 
cancer has not changed in the eyes of the radiologist. 
If cancer of the lung is operable, surgical treatment is 
the only cure we know of today. Again we go back to 
clinical staging. If the patient is inoperable, there are 
other methods of treatment to make him comfortable at 
least and give him a longer life. You are not going to 
cure him by roentgen rays, radium, radioisotopes, or 
cobalt. 


Question 5. It has been demonstrated that 
administration of thyroid hormones is of value in 
the treatment of metastatic nodules of thyroid 
origin in the lung. What is your opinion of this? 
The treatment has been reported in cases in which 
there is no uptake of I'’' and the thyroid gland 
has been removed. 


Dr. PERRIN: The question refers to several cases 
reported recently wherein response to administration of 
as much as 3 grains of thyroid hormone a day resulted 
in remarkable clearing of metastatic cancer of the lung. 
I do not believe this is a phenomenon you can depend 
upon, but it is certainly worth trying in such a case. 
Supposedly this is a situation in which metastatic le- 
sions are dependent upon thyroid hormones, and with 
use of thyroid extract what effect the pituitary gland 
might have on metastatic thyroid lesions is cut off. 

Dr. TANENBAUM: The report of Crile I believe is 
correct except for one word. He did not “cure” any 
of these patients. The action is a chemical block, so 
that the tumor roentgenographically appears to have 
regressed. You have not cured the patient, and you 
have not removed his tumor. In thyroid cancer there 
is an uptake of radioactive iodine, but this will not 
cure a metastatic lesion. You can block the thyroid 
with thyrotropic hormones, or you can remove the 
gland so that uptake of iodine is effectual, but there are 
certain tumors of the thyroid that do not respond to 
either irradiation or 

Dr. Hatt: I have seen this treatment used ; it does 
seem to make some patients feel better, but I don’t know 
exactly how effective it is, and cures are not yet proved. 


Question 6. Suppose a patient has bleeding 
of colonic origin and investigation reveals the 
presence of three polyps, one in the sigmoid, one 
in the transverse colon, and one in the proximal 
ascending colon. What is the management of such 
a case? 


Dr. ARENDS: One of the important things for all 
of us to realize is that polypoid lesions may fall into 
various groups as far as clinical staging is concerned. 
That may be true in this instance. It is not too unusual 
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that these might be scattered lipomata of the colon or 
purely benign neoplastic polyps in which the epithelial 
covering is distinctly adult and orderly in nature. Or 
despite their multiplicity they may be of distinctly neo- 
plastic nature in which there is a definite trend toward 
malignancy. In such a case the most significant factor 
in the differential diagnosis between malignant neo- 
plasm and an adenomatous polyp is whether or not the 
so-called in situ cancer has broken through the base- 
ment membrane of the mucosa and become invasive. In 
that case it is a frank or stage 1 cancer. 

Dr. Perrin: I should like to ask a question of 
the radiologists. If there are three polyps located so 
widely in the bowel, is it not quite likely that with a 
little more precise technic multiple polyps of the bowel 
might be found? 

Dr. Keyes: Yes, I think you are quite right. If 
three such polyps are located, then there should be a 
re-examination with meticulous attention to preparation 
of the bowel. As I recall, this hypothetical patient was 
bleeding, but in the absence of any indication of mas- 
sive hemorrhage I believe preparation should be carried 
out with a cathartic such as old-fashioned castor oil. 
We want to clean the walls of the bowel, not just its 
center. I bring this up because so often we are asked 
to prepare a bowel with milk of magnesia or salines. 
I also believe that air contrast studies should be made 
as a separate examination. If the condition is to be 
studied definitively, one should use lateral decubitus 
projections with the patient lying on either side, up- 
right, and so on. If it is finally proved that multiple 
polyps are present, I believe the treatment of choice is 
complete colectomy. 

Dr. ARENDS: Dr. Hall, what would you recom- 
ment for this hypothetical patient, provided only three 
neoplastic or polypoid lesions were found? 

Dr. Hatt: If there were only three polyps, a 
laparotomy should be performed, assuming that proper 
proctosigmoidoscopic examination had already been 
made. Since 20 per cent of polyps are malignant, 
laparotomy should be performed and an incision made 
at the site of each lesion, followed by insertion of a 
sterile proctoscope to determine the exact extent of the 
lesion, surveying above and below it, then removing the 
lesion, closing the area and moving on to the next. If 
multiple polyps are found, treatment is subtotal colec- 
tomy with anastomosis of the terminal ileum to the 
sigmoid. 

Dr. ARENDS: In view of the fact that it has been 
proved quite conclusively that exfoliating cells from 
cancer of the colon frequently implant upon the lower 
rectal mucosa and are seen in cases of bleeding hemor- 
rhoids, do you, Dr. Keyes, give consideration to the 
vigorous contractions of the bowel produced by castor 
oil in such a case? 

Dr. Keyes: We have not given any consideration 
to that and we may be remiss, but in these cases our 
prime consideration is to establish a diagnosis. That, 
in fact, is why the patient has been referred to us. We 
realize our limitations. We believe that unless there is 
imminent danger of massive hemorrhage from the 
bowel or perforation, thorough preparation of the bowel 
is indicated. We could modify it a bit if necessary by 
preparing the patient with a liquid diet for 48 to 72 
hours before examination, and if proctosigmoidoscopic 
examination has shown any disease in the lower 25 cm. 
of bowel we might alter the preparation. 

Dr. Arenps: I think it is more important to find 
out what that patient has now than to worry about some 
of these other things. 
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Question 7. What would lead you to suspect 
cancer of the body of the pancreas? 


Dr. Perrin : I am trying to think of the difference 
in symptoms in cancer of the body, the head, and the 
tail of the pancreas. I have not seen many cases of 
cancer of the body; in fact, I can remember only two. 
Neither was jaundiced, and neither showed the de- 
pendable signs of changes in the small intestinal pat- 
tern. The only thing I remember is that each had a 
palpable mass in the epigastrium which we were unable 
to identify. All tests were negative, and diagnosis was 
made by a simple process of elimination, which made 
little difference because in both cases there were me- 
tastases in the peritoneum. 

Dr. Hatt: There is one dependable symptom. The 
patient is more comfortable sitting than lying down, 
because of the stretching of the tumor in the reclining 
position. 

Dr. AreNDs: Another symptom which has been 
given considerable attention lately is migrating throm- 
bophlebitis. One day the patient may show an area 
of infarction in the lower left extremity and the next 
day another such area somewhere else but without evi- 
dence of endocarditis. Here one would think in terms 
of cancer of the pancreas, despite the fact that other 
cancer produces the same symptoms. 

Dr. Keyes: We can get some clue to diagnosis 
by a gastrointestinal survey, regardless of whether or 
not there is a palpable mass in the epigastrium. We 
look for localized pressures on the greater curvature 
of the stomach. We may find localized pressure on the 
third and fourth portions of the duodenum. We do 
not always anticipate enlargement of the duodenal loop. 
We would think of that more in connection with a 
lesion of the head of the pancreas, but we do look for 
localized pressure. There may be a short segment 
where the inner border of the mucosal folds of the 
duodenum are ironed out. Lateral projection of the 
barium-filled stomach will determine anterior displace- 
ment, possibly due to retrogastric mass. I believe that 
serum lipase determination is of some aid. 

Dr. TANENBAUM: I would like to ask Dr. Miller 
if there might be some change in blood sugar levels in 
tumors of the body of the pancreas? 

Dr. Miter: I cannot speak with any authority 
whatever on tumors of the body of the pancreas, but 
using a basic theoretical approach, you could assume 
that it would be conceivable to have an islet cell tumor 
that would give increased production of insulin and 
hypoglycemia. 

Dr. PERRIN: Hypoglycemia is not suggestive of 
involvement of the body of the pancreas alone; it can 
occur with involvement of any part of the pancreas. 
About one third of the cases with Whipple’s triad 
occur with adenoma located in the body, but just as 
many occur in the tail and the head of the pancreas. I 
can remember only one case of cancer of the pancreas 
in our Tumor Registry that showed any demonstrable 
changes as far as hypoglycemia is concerned. 

Dr. ARENDS: There is one feature that should be 
emphasized. Would you agree that epigastric and back 
pain might be the most constant and frequent symptom 
in cancer of the body of the pancreas? 

Dr. PERRIN: I disagree. I do not think there is 
any way of diagnosing cases like this except by lapa- 
rotomy. You may find a mass in the abdomen and you 
must explore to see what it is, after you have tried all 
the fancy technics and asked all the questions and run 
all the blood chemistries and are still not sure. You 
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must look, and the sooner, the better for the patient. 
Dr. Hatt: I agree with that. 


Question 8. How often does the surgeon con- 
tribute to spread of cancer and how can this be 
prevented? 


Dr. Hatt: That has been discussed for years. The 
rationale for not examining a patient at all because 
you might spread cancer could apply here. 

Suppose you have a patient with a tumor in the 
breast. It is admitted that palpation of that tumor may 
cause its dissemination, but on the other hand would 
you not rather have the physician carefully examine 
that tumor and determine whether it is cancer or not, 
thereby being able to prescribe definitive treatment ? 
Suppose you have a patient with tumor of the testicle. 
Would you not rather have the surgeon touch and feel 
it, even though there is possibility of dissemination ? 
By the same token, in the case of biopsy, if the speci- 
men is carefully taken, if the tissue is not roughly 
handled, and if a sharp incision is made, the likelihood 
of metastases from that area is certainly minimal. Even 
if there should be some risk, the information obtained 
by knowing the diagnosis and being able to prescribe 
proper therapy certainly outweighs the disadvantages. 
Therefore, I would say that the information obtained 
by study of a biopsy specimen is of more practical 
import than is the theoretical possibility of producing 
metastases. 

Dr. Mitter: There are variations in technic which 
will certainly assist in preventing dissemination of 
tumor cells. Many surgeons do not appreciate the struc- 
ture of tumors and their lack of cohesiveness, or the 
delicate touch one must use in handling tissue because 
it is possible to implant tumor cells by faulty technic. 
You must be sterile in your technic. It is possible to 
pick up tumor cells just as it is possible to pick up an 
infectious agent. You can smear tumor cells around 
just as easily as you can bacteria. 

Dr. TANENBAUM: I feel that if the individual who 
operates on cancer is qualified and sufficiently compe- 
tent to perform extensive and suitable operations, he 
will not be the one to spread malignant cells, because 
he has prepared his patient properly from the begin- 
ning. But the man who does not take the time to evalu- 
ate his patient or to stage his case and does not consider 
what he is starting out with is the individual who would 
probably produce metastasis or extension of the cancer 
due to poor and improper technic. 

Dr. ARENDS: I disagree very distinctly and defi- 
nitely. It is true that the man may have the best technic 
in the world but he may incise, for instance, a cancer 
of the breast, and take only part of the tumor nodule 
rather than the whole nodule with a good margin of 
normal tissue about it. If he excises just a portion of 
that nodule and retains and utilizes the same instru- 
ments, he has contaminated the normal tissue all about 
that breast tumor. He contaminates the incision, and 
the whole procedure is worthless. 

Dr. TANENBAUM: When I made my statement I 
did not mention technic only. I said “qualified” and 
“competent,” and I also said that that physician had 
evaluated his patient from the clinical standpoint prior 
to operation and did not just rush in. 

Dr. AreNps: Then basically we agree. It is a mat- 
ter of thinking cancer from start to finish in the patient 
who has any cardinal signs or symptoms of cancer. 

May I thank all panel members for their very fine 
contributions and the audience for its attention. 
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Obstetric AN ALG EKSIA with promazine 


MERRITT G. DAVIS, B:S., D.O. 


Wilmington, Delaware 


1. THE Unirep States today, adequate pre- 
natal care and a safe hospital delivery are taken for 
granted. If the physician can prevent psychic trauma 
by insuring increased comfort and freedom from pain 
during labor and delivery, and if he can do this safely 
and simply, he is contributing an important factor. 
Freedom from pain is not the sole objective, however, 
for he has a responsibility to the newborn as well as to 
the mother. 

Since the first reported delivery with chloroform 
in 1847,1 obstetric analgesia and anesthesia have pro- 
gressed through periods of discovery and usage of new 
agents. Chloroform had its day and its enthusiastic 
supporters, as did morphine and scopolamine. The 
barbiturates and block anesthesia with continuous 
caudal and low dosage spinal have their advocates and 
users. Reduced drug therapy and natural childbirth 
represent the latest facet. 

Chlorpromazine, a phenothiazine derivative, with 
its potentiating effect upon other drugs, has been re- 
ported to have variable success in obstetric anesthesia 
and analgesia.** The consensus regarding its usage in 
obstetric sedation is that it markedly potentiates the 
hypnotic and analgesic effects of opiates and other nar- 
cotics, it has curarimetic action, it reduces the incidence 
of nausea and vomiting during labor and delivery, and 
it relieves the respiratory depression induced by such 
general anesthetics as morphine and Demerol. 

Promazine has a structural formula similar to that 
of chlorpromazine. Its chief difference is that the 
chlorine radical has been removed. As with certain 
other compounds, the removal of the chlorine atom 
produces a drug that is comparable in therapeutic result 
but which has fewer side reactions. 

My interest in promazine and its use in obstetric 
analgesia was prompted by the original work of 
Sprague. The present investigation was planned to 
verify his results and to determine the efficacy of pro- 
mazine in comparison with the other phenothiazine 
derivatives. Clinical trial was to determine its value in 
the following categories : 

1. Satisfactory sedation during labor 

2. Efficient potentiation of Demerol and scopola- 
mine 

3. Ability to lessen the amount of anesthesia re- 
quired during labor and delivery 

4. Reduction of the nausea and vomiting so often 
associated with labor and delivery 

5. Freedom from hazard to mother and infant. 

lor clinical evaluation, promazine, Demerol, and 
scopolamine were given in combination intravenously 
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to a group of 50 unselected private obstetric patients 
during labor. Results were judged according to the re- 
sponse of each patient in the following categories: 


1. Degree of sedation 

2. Relaxation 

3. Alleviation of pain 

4. Incidence of nausea and/or vomiting 
5. Ease of anesthetic induction 

6. Amount of anesthetic required 

7. Degree of amnesia 

8. Blood pressure changes 

9. Effect upon the infant 

10. Pain at the site of injection 

11. Sensitivity 

12. Blood changes 

13. Effect on pulse, temperature, and respiration 
14. Effect on the progress of labor 

15. Blood loss during labor. 


For the purpose of investigation it was decided to 
give a single dose of promazine 50 mg., Demerol 50 
mg., and scopolamine 1/100 grain mixed in the syringe 
and given intravenously in a period of 4 to 5 minutes. 
The time of injection was determined by the patient’s 
request for relief after labor was well established ; this 
time varied from 4 hours to 15 minutes before deliv- 
ery. At no time was this injection repeated, so that 
it was possible to study the effect of the single dose. 
No other medication was given for analgesia. Several 
patients exhibited a scopolamine reaction, which was 
controlled by an additional dose of promazine 100 mg., 
given intravenously. 

The reaction to the injection was rapid and imme- 
diate. Within seconds after the completion of the slow 
intravenous medication, the patient fell into a sound 
sleep. With the contractions, she might move about, 
moan, or change facial expression, but she did not 
scream or cry out loudly or thrash about unmanageably. 
During the interval between contractions, she rested 
quietly and in deep sleep. After delivery, she slept 
quietly for 2 to 5 hours and awakened rested, with no 
recollection of the delivery. 

Relaxation following the medication was strikingly 
good. The perineum and anus in particular relaxed in 
a manner comparable to that seen in patients under 
caudal or saddle back anesthesia. There was no inter- 
ference with uterine tonicity, and contractions were 
noted to continue as before. Cervical effacement and 
dilatation proceeded with greater rapidity than has been 
seen with other types of analgesia. 

The degree of sedation was good in all patients; 
this was true even in those who received the promazine- 
potentiated analgesia shortly before delivery. 


No patients in this series had nausea and vomiting 
following the medication. This was true in those who 
had taken food or liquids shortly before admission as 
well as in those whose food intake was controlled. 

More than 50 per cent of the patients in this series 
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were given no additional anesthesia; nitrous oxide 25 
per cent and oxygen 75 per cent served as well in those 
who did receive it. The remainder were given oxygen 
by inhalation as a prophylactic measure against possible 
fetal or maternal anoxia; however, this may not have 
been necessary, because there was no evident respira- 
tory depression in any case. 

All patients were questioned on the day after de- 
livery regarding their reaction to the analgesia received 
during labor and delivery. Except for recollection of 
isolated incidents, all denied remembering events fol- 
lowing injection of the medication. They awoke feeling 
refreshed and rested. There was no objection voiced by 
any of these patients when asked if they felt satisfied 
with the type of analgesia they had received. Multi- 
paras in particular mentioned preferring the promazine 
analgesia to any other they had received in the course 
of past labors and deliveries. 

Blood pressure was taken before and after delivery 
and in the early postpartum period, and no important 
changes were noted. There were no incidents of hypo- 
tension as the result of the medication. Hypotension 
has been reported*:* in ambulatory patients treated with 
promazine, but was not found in this single-dose ob- 
stetric series. 

Promazine-potentiated analgesia caused no resusci- 
tation problem in the infants, and no undesirable side 
effects were noted that were attributable to the medica- 
tion. All infants cried within 30 to 40 seconds after 
birth, and some made respiratory efforts as soon as the 
head was delivered. Tonus and color were good; there 
was little or no evident anoxia. One infant presenting 
by breech required resuscitation, and one was stillborn 
because of partial placental separation. 

No patients complained of pain or irritation at the 
site of the injection. No patients were sensitive to 
promazine. 

Blood counts taken 24 hours after delivery showed 
normal findings. The delivery room personnel felt that 
blood loss was lessened in those patients receiving pro- 
mazine as compared to those receiving other types of 
analgesia and anesthesia. No significant changes in 
pulse, temperature, or respirations were noted follow- 
ing the injection. 

The second stage of labor progressed with greater 
rapidity than with other types of analgesia ; it was nec- 
essary to watch that precipitate delivery did not occur. 
Rectal or vaginal examinations were made with ease 
and without discomfort to the patient. There was no 
increase in the incidence of transverse arrest or pos- 
terior occiput presentation, as has been experienced 
with caudal or saddle back anesthesia. Episiotomy was 
routine and was done without the patient complaining 
or even recalling the procedure. When forceps were 
used, the application was not difficult and the perform- 
ance was aided by the patient’s relaxation. Blood loss 
during the second stage was minimal. 

Promazine did not interfere with placental separa- 
tion, and bleeding following separation and extraction 
was lessened. Since promazine did not apparently in- 
terfere with uterine tonicity, the fundus was firm. 
However, Methergine and Pitocin were given routinely 
after placental separation. 

It is my belief that promazine-potentiated analge- 
sia is markedly superior to any other type used before 
in Riverside Hospital. Its action is prompt and pre- 
dictable. The response of patients has been invariably 
enthusiastic. 

One patient was admitted to the hospital with a 
history of multiparity and no abnormalities of labor or 
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delivery. Labor began 8 hours before admission. Ex- 
amination revealed cervical effacement without dilata- 
tion. The presenting part was not engaged and could 
not be palpated rectally. The fetus was found in a 
transverse position with the breech in the right iliac 
fossa. This was verified by x-ray. Efforts made to 
convert the position from transverse to cephalic were 
unsuccessful because of the tension, fear, pain, and 
hard uterine contractions induced by the attempted ma- 
neuver. Promazine-potentiated analgesia was given 
slowly intravenously. The patient quickly lapsed into 
a quiet sleep, and all evidence of her previous condition 
disappeared. In an interval between contractions ex- 
ternal cephalic version was performed with great ease. 
Cervical dilatation began, uterine contractions continued 
without interruption, and within 3 hours the patient 
was delivered of a normal infant in right occiput an- 
terior position. She had no recollection of the version, 
labor, or subsequent delivery following the administra- 
tion of the medication. She slept restfully for several 
hours following delivery, and awoke refreshed and with 
no complaints. 


Summary and conclusions 


Fifty unselected private obstetric patients were 
given promazine-potentiated analgesia when labor was 
well established and the patient demanded relief. An 
arbitrary single dose of promazine 50 mg., Demerol 50 
mg., and scopolamine 1/100 grain was mixed in a 
syringe and given intravenously in a period of 4 to 5 
minutes. This provided extremely satisfactory amne- 
sia and analgesia for the mother. The infants were 
born in good condition and required no resuscitation. 

Promazine-potentiated analgesia is superior to any 
other we have employed at Riverside Hospital. Its ap- 
parent extreme safety and ease of administration make 
it desirable from a technical standpoint, and no special 
training is necessary for its use. 

Blood loss was markedly lessened. Hypotension 
was not noted in any patient. Nausea and vomiting 
were not present in any of this series after the anal- 
gesia was given. The low dosage of Demerol and 
scopolamine made possible by the addition of proma- 
zine makes this form of analgesia extremely free from 
hazard, and I feel it presents a valuable addition to 
obstetric analgesia and anesthesia. 

The progress of labor is shortened because proma- 
zine does not interfere with uterine tonicity, and cervi- 
cal effacement and dilatation are hastened. 

There was no occurrence in this series which might 


be described as harmful to mother or infant. 
1009 Madison St. 
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I HE SINGLE MOTOR unit, first described by 
Liddell and Sherrington! as a “motor neuron axon and 
its adjunct muscle fibers,” was identified electromyo- 
graphically by Adrian and Bronk? and Denny-Brown.* 
It was shown‘ and has been confirmed in subsequent 
studies®*® that the single unit action potential may be 
mono-, di-, tri-, or polyphasic and that it may be irreg- 
ular with “knots” and other irregularities. 

With exploring electrodes in different areas of a 
muscle, the action potentials of a given unit have a dif- 
ferent form and voltage from place to place.’ A slight 
irregularity in the action potential disappears, or grows 
into a notch or spike, with a slight change in the elec- 
trode location, depending on the number of components 
or “subunits”® that are located within the pickup range 
of the electrodes. 

The work discussed here has been done to get fur- 
ther information concerning the spatial arrangement 
and organization of the different components or “sub- 
units” which comprise normal single motor units. 

In addition, in view of such observations as those 
of Hunt and Kuffler® that many muscle fibers may re- 
ceive terminations from more than one efferent axon 
and those of Ralston and Libet*® that the amplitude of 
the action potential from frog muscle, in response to a 
maximal electrical motor nerve stimulus, is greater in 
the stretched than in the unstretched muscle, it is now 
necessary to re-examine the view of early workers that 
the single motor unit is always one anterior horn cell 
and its constituent muscle fibers. This is particularly 
important now, since, in the clinical use of electromyog- 
raphy, the differentiation between normal action poten- 
tial patterns and those of various pathological states 
rests largely on the constant voltage, wave form, and 
duration which has been considered characteristic of 
normal units. Hence, additional observations concern- 
ing the constancy of single unit patterns have been 
made and will be reported. 


Methods 


Action potentials from single motor units in the 
tibialis anticus and peroneus longus muscles of the cat 
*These studies were supported in part by grants from the National 


Institutes of Health and the American Osteopathic Association. 
tSpecial Research Fellow, National Institutes of Health. 
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and the tibialis anticus and biceps brachii of the human 
were studied by multiple electrode placements. The 
basic requirements for studying each unit were (1) 
that each action potential be identified positively, for 
long periods, as that of a single motor unit, and (2) 
that the muscle be kept sufficiently free from other 
action potentials to permit analysis of the single unit 
action potentials under study. In the cat these require- 
ments could be met by activating the unit with the 
flexion reflex (pressure stimulus on the fifth toe) and 
by limiting the motor response by severing the motor 
roots of the fifth and sixth lumbar nerves. In the hu- 
man the units were activated by very slight voluntary 
effort. It was possible, with weak contraction (either 
voluntary or reflex), to limit activity in large areas of 
normal muscle to a single motor unit even though at 
any given point or recording site, as Van Harreveld™ 
has shown, there are fibers of many different units 
which are intermingled with each other. 

In the cat, pairs of bare needle electrodes, with 
about 2 mm. separating the two electrodes, were mount- 
ed to permit multiple recordings on the exposed surface 
of the muscle (superficial electrodes) ; three similar 
pairs, enamelled except for a bare area of 1 mm. at 
the middle of the shaft, were inserted through the belly 
of the muscle at a right angle to its long axis (deep 
electrodes). A trough made from the skin flaps and 
filled with paraffin oil at 37 C. prevented spontaneous 
fasciculation of the muscle. In the human, coaxial elec- 
trodes inserted into the muscle were used. As Buchthal, 
Guld, and Rosenfalck’*? have pointed out, these elec- 
trodes are not suitable to give quantitative data. How- 
ever, the distortion of the action potentials did not pre- 
vent our finding the site of electrical activity. More- 
over, bipolar recording excludes baseline disturbance 
from distant activity. 

The electrodes were led to four differential (Off- 
ner) amplifiers which fed a loud speaker and a dual 
beam (Dumont) cathode ray oscilloscope for monitor- 
ing, and to four galvanometers (Westinghouse, sensi- 
tive, bifilar) for recording on bromide paper. Although 
the recorders do not have fidelity at very high frequen- 
cies comparable to the cathode ray oscilloscope, their 
response appears to be adequate for these studies. Of 
critical importance here is the fact that these recorders 
provide sufficiently stable baselines to permit positive 
identification of even minute channel-to-channel differ- 
ences in action potential wave form. 


When a sharply defined single unit was found, this 
area was designated the reference area; one set of 
electrodes was kept at this point throughout the experi- 
ment. Explorations in different parts of the muscle 
were made on the remaining three channels while care- 
fully avoiding displacement of the reference electrode 
during movement of the exploring electrodes from one 
site to another. The duration and voltage of the action 
potentials were measured and graphed. 
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Fig. I. Diagram at left, cat tibialis anticus. A single unit was activated 
reflexly. Symbols indicate the action potential at the different locations of 
the exploring electrodes as follows: 0, no action potential; ®, less than 10 
uv.; +, less than 50 uv.; X, more than 50 uv. Plain symbols and those with 
bar indicate superficial and deep electrodes respectively. 

In the record, the electrodes leading to each channel were located as 
indicated; they were 2 mm. apart along the medial edge of the muscle. 
Channel D shows the fairly common action potential wave form; at the other 
three recording sites the two parts of the action potential show that the 
unit has two components at each location. The voltage and wave form of 
each part of the action potentials at each channel, and the time relation- 
ships between the action potentials as they were picked up on the different 
channels, remained virtually identical each time the unit fired during a 
period of more than 30 minutes. Highest spike on Channel A is 100 uv. 
Time 1/60 sec. 


It was recognized (1) that the recording of action 
potentials from a volume conductor, such as intact 
muscle, does not permit precise localization of the fibers 
giving rise to the potentials, and (2) that a complete 
map of each unit would require recording from many 
monopolar electrode placements (every 2-4 mm. in 
each of the three dimensions). However, since deflec- 
tions across the baseline actually represent electrical 
changes associated with muscle activity,® and since with 
multiple samplings it is possible to record from large 
portions of the muscle, it has been possible to gain in- 
formation concerning the geographic and temporal or- 
ganization of single motor units. 


Results 


Multiple components.—The polyphasic single unit 
action potentials that make up from 1 to 4 per cent 
of the action potentials recorded at random placement 
in most muscles® usually consist of a series of irregular 
deflections. With careful exploration in cat muscle, it 
was possible to locate areas where these deflections con- 
sisted of two separate parts, the parts being separated 
by time intervals of 3.5 to 8.0 milliseconds ; this is seen 
in Figure 1. The reflexly activated action potential of 
a single motor unit, as picked up on three of the four 
bipoles, had two components, each with a di-, tri-, or 
quadraphasic form. The difference in the wave form 
between the first and second components of this action 
potential, the constant wave form of each component, 
the constant temporal relationship, and the totally quiet 
baseline between the two components provided ample 
evidence that the two components represented the action 
potential of two different parts of a single motor unit. 
They were not derivation artifacts, double discharges 
of a single unit,’* or the temporary firing of two or 
more units with essentially a constant time relationship 
between them. 

It was also evident, since the two components were 
picked up by one electrode, that they were located quite 
close to each other in space, although there was a con- 
siderable difference in their firing time. 
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In the human, while polyphasic single unit action 
potentials are not uncommon, the finding of an action 
potential with two separate and distinct “main spikes” 
is rare. Under fortuitous circumstances, however, with 
two components sufficiently close together to permit a 
single electrode to be well oriented to both, two “main 
spikes” have been seen. This was shown in a previous- 
ly published record * where the action potential of one 
unit consisted of two separate and distinct spikes 
which were separated by 22 milliseconds. 

The observation of two “main spikes” in the action 
potential of a single unit in the human is also shown 
in Figure 2 which is made up of four sections of a 
long record taken from the biceps brachii. A single unit 
was picked up by each of 4 electrodes (Channels A-D) 
which were located 2 cm. apart along the long axis of 
the muscle. In Section 1 it is seen that the action po- 
tentials of the unit were picked up at different times 
on each of the four electrodes. Obviously, the time 
differences between the single deflections at the dif- 
ferent recording sites might be accounted for by prop- 
agation delay. However, the finding of a second ‘“‘main 
spike” at the exploring electrode (Channel D, Section 
4) conclusively demonstrated that there were two com- 
ponents of the unit, which fired at different times at 
that site. In addition, it seems reasonable to conclude 
that the notches on the large spike in Sections 2, 3, and 
4 of Channel D were due to the action potentials of 
more distant components which had a different orien- 
tation to the exploring electrode at each location. This 
observation is comparable to the recently reported find- 
ings of Buchthal, Guld and Rosenfalck.’? 


Spatial relations and overlap 


The action potentials of single units in both the 
cat and the human were arranged in a striplike pattern 
which was roughly parallel to the long axis of the 
muscle. Probably the most striking feature of the pat- 
tern was the observation that the areas from which the 
action potential was recorded were invariably contig- 
uous; in over 1,000 explorations in both the cat and 
the human experiments, two active areas separated by 
an inactive area were never seen. However, although 


Fig. 2. Four sections from a long record showing the action potential of a 
single unit as picked up at four locations covering about 6 cm. in the long 
axis of the muscle. The unit was activated by voluntary effort. The location 
of the electrodes feeding Channels A-C was the same throughout the record. 
The Channel D electrode was used to explore a small area for other com- 
ponents of the unit; the total movement of this electrode was less than 2 
mm. In Sections 2-4 the "main spike'' on Channel D had a higher voltage 
than in Section |, and the notching was different in each section. In addi- 
tion, on Channel D, a new spike appeared ahead of the “main spike" in 
Section 2 and grew progressively through Sections 3 and 4. 


Sections 
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Fig. 3. Duration of the action potential of single units in the human biceps 
brachii as determined at one electrode (278 units) and at three electrodes 
covering an area at least 6 cm. long (58 units). 


the active areas were contiguous they did not occupy 
exactly the same plane, either transversely or in depth, 
throughout the muscle. Transversely they frequently 
appeared to have a slightly irregular or even diagonal 
location along the muscle while in depth they were us- 
ually not in the same plane, being more superficial in 
some areas and deeper in others. 

Transversely and in depth, each unit showed a 
concentration of action potentials in what might be 
called a ‘“‘center area”; here the action potentials were 
most complex and had the highest voltages. This “cen- 
ter area,” in the cat, was located by step by step move- 
ment of either the superficial and the deep electrodes, 
or both, across the muscle. In the zone that extended 
from the surrounding silent area to the “center area,” 
the action potential became progressively larger and 
more complex within a distance of 1 to 2 mm. The 
same observation was made with coaxial electrodes in 
the human. This finding is comparable to the observa- 
tions of Jasper and Ballem’ who found that in the 
muscles of the human the “maximum voltage and most 
rapid negative waves were obtained over a distance of 
not more than 1 to 4 mm. in different muscles.” This 
characteristic was also very clearly demonstrated by 
Buchthal, Guld, and Rosenfalck’? in their recent studies 
which were made with the “multielectrode” and which 
showed that the action potentials of a motor unit spread 
over an approximately circular area. 

In the long axis of the muscle, the “center areas,” 
seen transversely and in depth, were found to be in 
long strips. The waveform of the single unit action po- 
tential pattern was invariably different from point to 
point along the strip although the voltage at all points 
was usually fairly uniform. This is in contrast to the 
finding transversely and in depth, where the voltages 
increased or decreased rather sharply as the electrode 
was moved across or through the muscle. 

The striplike arrangement of the single unit and 
the similarity in voltage along the “center area” in the 
long axis of the muscle was seen in twenty-five experi- 
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ments on the tibialis anticus muscle of the cat. A typi- 
cal example of these characteristics is shown in Figure 
1. This unit was picked up along the entire length of 
the muscle. The “center area” of the unit was located 
along the medial side of the muscle and was super- 
ficial for the most part; however, at the distal third of 
the muscle the deep electrodes picked up an action po- 
tential which was comparable in voltage to those found 
superficially. 

Even though each unit had a “center area,” trans- 
versely and in depth, there was a profuse overlap of 
different units since the action potentials of other units 
could also be recorded from the same area. In several 
thousand electrode placements it was always possible 
to pick up a number of units at each recording site. 
This overlap has recently been studied in some detail by 
Buchthal, Guld, and Rosenfalck.?? 


Duration and dimensions 


Under the subhead, “Methods,” it was pointed out 
that precise measurements of both the duration of ac- 
tivity and the spatial dimensions of single units could 
not be made under the conditions of this study. How- 
ever, it was possible to gain some information concern- 
ing the length of time each unit was active and the area 
from which it could be recorded. 

Our finding for the duration of the action po- 
tential of 278 individual units at single placements 
showed that a high percentage of the action poten- 
tials fell within a range of 4 to 10 milliseconds with 
a peak at 6 to 8 milliseconds. These figures, which are 
shown in Figure 3, are similar to those reported for 
the same muscle by Buchthal, Guld, and Rosenfalck.’ 
We observed that the total period during which the 
fibers of a single unit are active, as shown by the ac- 
tion potential picked up at several locations, may be 
longer than the duration of the action potential at 
any single location. To study this further we did fifty- 
eight experiments in which the unit was picked up by 
at least three electrodes covering an area 6 cm. in length. 
The duration of activity within this area was then es- 
tablished by identifying the channel (or channels) on 
which the first and last deflections appeared and by 
using these two points to determine total time of ac- 
tivity. As shown in Figure 3 the activity of a high per- 
centage of the units studied over the 6 cm. range fell 
within a range of 8 to 18 milliseconds with a peak at 
12 to 16 milliseconds. 

The minimum area from which the action poten- 
tials of single units could be recorded was determined 
in twenty-five consecutive experiments on the human 
biceps brachii. Each of these units was recorded from 
an area at least 0.5 cm. in width and 6.0 cm. in length. 
These measurements included both low amplitude and 
spike potentials. Since Buchthal, Guld, and Rosen- 
falck’? have shown that low amplitude potentials are 
volume conducted from some distance, it seems prob- 
able that our minimum of 0.5 cm. in width may be too 
high. Obviously, since some units may be picked up 
throughout the length of the muscle, these units, and 
possibly many others, exceed the length dimensions 
that are given above. 


Voltage and wave form patterns 


As Gilson and Mills'* pointed out a number of 
years ago, the single unit, under conditions of submax- 
imal voluntary or reflex contraction, is characterized 
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by a simple, rhythmic discharge of recorded spikes of 
essentially constant height and form. We have re- 
corded from many thousands of units under these con- 
ditions and have found that the action potential of a 
single unit invariably retains a virtually identical wave 
form and voltage at a given recording site for observa- 
tion periods as long as 5 hours. Hence it is apparent 
that the normal single unit, which has been considered 
in these studies and which is seen commonly in rou- 
tine clinical examinations, is a physiological entity 
which has similar physiologic characteristics over a 
broad range of voluntary and reflex activity. 


Discussion 


These studies appear to provide additional and con- 
clusive evidence concerning the following character- 
istics of single motor units: 

1. The action potential of the individual motor unit, 
at a single recorded site, represents the activity of the 
component or components of the unit which are in the 
pick-up range of a single electrode. Hence, as Feindel’® 
suggests, the electrical “motor unit” may represent the 
activity of only a portion of the true anatomic unit. The 
wave form of the motor unit may be mono-, di-, tri-, 
or polyphasic, depending on the orientation of the re- 
cording electrode to the various components (different 
fibers or groups of fibers) of the unit. Polyphasic pat- 
terns, including those with two main spikes, occur when 
two or more components of the unit are sufficiently 
close together in space to be within the pick-up range 
of one electrode. 

2. The total time the entire unit is active is fre- 
quently longer than the duration of activity seen at 
single recording sites. 

3. The pick-up areas for the action potentials of 
single units are contiguous. In recording with multiple 
electrodes two active areas separated by a silent area 
have never been seen even though the histologic studies 
of Van Harreveld™ indicate there is profuse intermin- 
gling of different units throughout the muscle and even 
though, as commonly observed during moderate volun- 
tary contraction, many units may be picked up at a 
single recording site. 

4. In the long axis of the muscle, for a distance of 
at least 6 cm. in the human biceps brachii, the size of 
the unit as indicated by voltage is quite uniform. Trans- 
versely and in depth the unit appears to have a “center 
area” in which the action potential has the highest volt- 
age and is most complex. 

The observations of Buchthal, Guld, and Rosen- 
falck,® on the biceps brachii, have shown that (1) the 
propagation time over the efferent nerve fibers to the 
different muscle fibers of a given motor unit is identical 
within 0.5 millisecond, (2) the innervation zone of in- 
dividual units may extend over a 40 mm. area, and (3) 
the propagation time over different muscle fibers is 
remarkably constant. Hence, since it has been shown 
that single units have multiple components, the different 
times at which the spike potentials of one unit appear 
at different electrodes might be accounted for in one 
of two ways or by a combination of both—the spike 
potentials might be from the same components with 
the time difference being due to muscle fiber conduc- 
tion delay or the spike potentials might be from differ- 
ent components which are activated at different times. 
A combination of these two is undoubtedly present 
when the action potential has two main spikes, and 
probably accounts for notched spikes and other irregu- 
larities in less complex patterns. 
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On rare occasions the interval between the action 
potentials of two components of one unit may be as 
long as 22.0 milliseconds. The work of Feindel’® and 
of Feindel, Hinshaw, and Weddell’ in showing that 
terminal efferent fibers may have a circuitous, even re- 
current course, provides for the possibility that occa- 
sionally the propagation time from the ventral horn 
cell to each of its constituent muscle fibers is in excess 
of the 0.5 millisecond period described by the Buch- 
thal group. 

The confirmation of previous observations, in this 
and in other laboratories, that the action potentials of 
single motor units retain the same voltage and wave 
form, provides firm evidence that, under conditions of 
submaximal voluntary or reflex activation at least, each 
time the pacemaking ventral horn cells fire they excite all 
of their constituent muscle fibers. This was also recently 
reported by Buchthal, Guld, and Rosenfalck.?? Obvious- 
ly, then, this observation provides a differential between 
the action potentials of normal units and the action 
potentials of certain abnormal states, such as denervated 
muscle and the myotonias, in which “ectopic” activity 
is triggered by an excitation process, probably myo- 
genic, outside of the normal mechanism. In the latter 
states, there is no common pacemaker involving a 
fixed number of fibers and some differences in voltage 
and wave form in repetitive discharges are usually seen. 

During nerve regeneration, highly polyphasic ac- 
tion potentials which retain identical patterns have been 
reported by Weddell, Feinstein, and Pattle,* Jasper 
and Ballem,’ and others. These might be due, as the 
Weddell group suggests, to a change in the pattern of 
innervation in which motor units are no longer discrete 
or composed of contiguous muscle fibers but are 
scattered at random throughout the muscle. The Wed- 
dell group accounts for certain beat to beat changes in 
the action potential of some regenerating units which 
they have seen by stating that all the muscle fibers 
within the unit may not contract in response to a nerve 
impulse in the early stages of reinnervation. 


The “giant” action potentials, which Marinacci’® 
has described in his excellent monograph, “Clinical 
Electromyography,” in nerve lesions or poliomyelitis 
of long standing may also be differentiated from the 
action potentials of normal units. The “giant” poten- 
tials have an extreme complexity and major beat-to- 
beat differences in wave form. However, since these 
potentials are under voluntary control and since they 
frequently occur at maximum effort in greatly weak- 
ened muscles, the impression is gained from following 
them on the cathode ray oscilloscope that they are not 
single units in the classical sense but are, instead, a 
grouping of several units in a clonic type of activity. 
In fact, although the beat frequency is not as high, 
these giant potentials bear a considerable resemblance 
to the bursts of activity seen in the clonus of normal 
muscle which occurs with extreme muscle effort. 

It is apparent in normal units that the events tak- 
ing place each time the unit discharges are in an orderly 
sequence, while in certain pathologic states this orderly 
sequence is disrupted, with beat-to-beat changes in re- 
petitive action potentials. This raises a number of fun- 
damental questions. Do certain muscle fibers in a unit, 
as the Weddell group suggests, fail to contract during 
certain stages of reinnervation? If so, is the block in the 
terminal nerve fiber at the motor end plate or in the 
muscle fiber itself ? What is the mechanism which fires 
one or a few fibers in spontaneous fibrillation? What 
central mechanisms are involved in the repetitive bursts 
of clonic type of “giant” action potentials seen in par- 
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tially denervated muscle? Is the greater incidence of 
polyphasic single unit action potentials in partially 
denervated muscle due to an actual increase in the 
muscle fibers supplied by one anterior horn cell or due 
to an enlargement of the pick-up range of electrodes in 
partially atrophied muscle? 


Summary 


1. Certain observations concerning the spatial and 
functional characteristics of single motor units have 
been made. 

2. The differentiation between the identical action po- 
tential patterns of normal single units and those of var- 
ious pathologic conditions has been discussed. 

3. Certain questions concerning the peripheral and 
central mechanisms involved in abnormal action poten- 
tial patterns have been raised. 
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, vr spinal anesthesia is so 
common that its safety is largely taken for granted. 
Yet reports in the current literature indicate that neuro- 
logic complications occur and that these complications 
are not at all uncommon.** 

It has been assumed by most competent authorities 
that chemical irritation by the anesthetic agent has been 
at fault in the production of various neurologic compli- 
cations.* However, other variables are felt to be impli- 
cated, such as the interspace used for spinal tap, cleans- 
ing of needles and syringes (whether with water or 
detergents, and thoroughness of their rinsing),°° and 
the method of sterilizing the outside of the ampul of 
spinal anesthetic. 

The purpose of this clinical note is to bring to at- 
tention the effectiveness of sterilizing the outside of 
the ampul of solution for spinal use by autoclaving in- 
stead of by the universal method of “cold sterilization” 
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and, in so doing, to eliminate at least one of the possible 
causes of neurologic complications. 

During the past 2 years, all the ampuls I have 
used to produce spinal anesthesia have been autoclaved. 
Spinal anesthesia has been induced 295 times. The 
agents utilized have been tetracaine hydrochloride 0.3 
per cent with dextrose 6 per cent (Pontocaine) ; pro- 
caine hydrochloride crystals, 100 mg. and 150 mg. ; and 
epinephrine hydrochloride, 1:1000, which was used at 
times in a 0.2 mg. dose to prolong spinal anesthesia. All 
ampuls containing these agents were autoclaved only 
once for 15 minutes at 250 F. and 20 pounds pressure. 
Since inclusion of only one drug for spinal administra- 
tion in the spinal sets would limit the choice of agent, 
the ampuls were wrapped, placed in jars, and auto- 
claved separately from the spinal sets. The anesthesi- 
ologist could select the agent desired for the specific 
case. 

No changes in color of the dextrose solutions of 
tetracaine were observed when the ampuls were auto- 
claved once, and no change in potency was noted when 
comparison was made with similar cases in which “cold 
sterilized” ampuls were used. 

The importance of autoclaving ampuls used in 
spinal anesthesia has been recognized in England where 
it is required by law.”* As long ago as 1946 Nicholson 
and Eversole® indicated the possibility that the steriliz- 
ing solution in which the spinal ampuls are immersed 
could penetrate the ampul and contaminate the contents, 
undetected by the anesthesiologist. Much the same ob- 
servation was made by Macintosh in 1951.'° 


Summary 


A brief clinical note has called attention to the ef- 
fectiveness of autoclaving ampuls used in spinal anes- 


261 


ion 
as 
nd 
lat 
| 
re- 
| 
H 
11S 
of 
ye 
f = 
‘h 
ll 
; 
y 
n 
1 
r 
1 
| 
q 
i 


thesia, for the purpose of sterilizing the outside of the 
ampul. It is reasonable to assume that sterilization of 
the outside of ampuls used in spinal anesthesia could 


have a medicolegal implication. 
502 Rockwood Road. 
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Routine use of the L ATER AL roentgenogram 
for PEPTIC ULCER visualization* 


DAVID M. DAVIDSON, D.O. 
Muskegon, Michigan 


| HREE YEARS AGO AT Muskegon Osteopathic 
Hospital we started routine use of the lateral roent- 
genogram in an effort to evaluate it in the examination 
of the stomach and duodenum. On numerous occasions 
the results were so impressive that we started a col- 
lection of the better roentgenograms. Beginning in De- 
cember 1955 and continuing through August 1956, 
there were 433 examinations. From this number, 8 
cases have been chosen for presentation ; these are illus- 
trated by the more clearly defined diagnostic lateral 


*Prepared for the Annual Meeting of the American Osteopathic Col- 
lege of Radiology, Detroit, October 28-31, 1956. 
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roentgenograms and are representative of the more 
classic variations thus far encountered. 

We have on file two or three times as many case 
reports with roentgenograms showing classic types as 
are being presented in this discussion. In addition we 
have many other roentgenograms of good diagnostic 
quality but less definitive. During the last week in 
September 1956, in 2 days, four lateral roentgenograms 
were definitely diagnostic of ulcer. This frequency is 
most unusual and not to be expected. 

The lateral roentgenogram has in some instances 
proved to be the only position in examination of the 
stomach and duodenum that would definitely show ulcer 
crater. In instances where it could be readily visualized 
on other views, the lateral projection has shown the 
ulcer in profile and given better and more detailed in- 
formation of its width and depth. These facts have 
been learned by routine use of the lateral projection. 


Fig.3 
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Technic 


The patient is positioned with his right side down. 
In some cases a true lateral position will give a good 
view of the stomach and duodenum; however, a slight 
forward roll of the left side is usually required to give 
the best view of the pyloric antrum, the sphincter, and 
the duodenal cap. In the slender patient the duodenal 
cap and stomach are often overlapped and adequate 
roentgenograms are not obtained of the areas desired. 
The asthenic individual usually requires an oblique 
position before the duodenal cap can be visualized sep- 
arately from the stomach. Occasionally the much over- 
weight individual with a sthenic type of stomach will 
require an off-lateral position for the best view. The 
proper amount of roll should be checked routinely for 
best results; this usually can easily be determined 
fluoroscopically by having the patient turn on his right 
side and roll slightly forward until a good view of the 
cap and sphincter is obtained. The lead glove is used 
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for marking the cap area. The technician is then 
shown the approximate angle to which the patient 
should be turned for the lateral view ; he can also check 
the cap area by noting its position above the iliac crest. 
From this point, the posteroanterior and oblique posi- 
tions are determined fluoroscopically and the roentgeno- 
graphic examination can be completed by the technician 
without interruption for further positioning. 

With 200 ma., 100 kv. equipment, the following 
technic has been used for the lateral view: A 36-inch 
distance, 200 ma., 90 kv. with a variable time from 2/5 
second for a small or slender individual to 3/5 second 
for a large individual. From the length of exposure 
time it is quite obvious that motion is a troublesome 
factor in obtaining a satisfactory roentgenogram. How- 
ever, by making sure that the patient is holding his 
breath and is in a stable position with knees flexed, the 
problem of motion can be held to a minimum. A binder 
is very helpful. Peristaltic activity of course cannot be 
controlled; however, a second roentgenogram usually 
suffices to give a good, reasonably clear study. High 
kv. equipment will permit shortening of the exposure 
to the point that peristaltic activity is, in most cases, 
not troublesome. With a 16:1 grid at a tube film dis- 
tance of 40 inches and 115 kv. at 200 ma., 1/6 second 
is used for the slender and average sized individual and 
1/5 second for larger persons. 

Using an 8:1 grid, a technic adjusted to centi- 
meters measured times two, plus 70 for the kvp at 
1/10 second with a 40-inch tube film distance has 
proved satisfactory in this department. 


Case reports 


Case 1. This patient’s first difficulty was a small 
ulcer discovered approximately 2 years ago, but this 
had been controlled until recently. The present episode 
started with nausea and vomiting. luoroscopically 
there was evidence of a lesion on the upper side of the 
duodenal cap. Figure 1, a reproduction of a 10 by 12 
inch lateral roentgenogram, shows the ulcer in profile 
(on the upper base of the cap) with a good detail of 
the width and depth. 

The lateral roentgenograms shown in the remain- 
ing figures in contrast to Figure 1, are enlarged por- 
tions of the films, for better demonstration of the ulcer. 

Case 2. This patient had a malignant ulcer of the 
pyloric antrum. His primary complaint was of being 
upset after eating. In the supine position there was 
tenderness along the right costal margin but not over 
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the stomach or duodenal cap. An ulcer on the lesser 
curvature in the pyloric antrum was seen on the pos- 
teroanterior view, but the ulcer is best seen immediately 
beneath the cap in the lateral view. (Fig. 2). 

The next two cases contrast a small duodenal cap 
ulcer and a penetrating ulcer of the cap. 

Case 3. The first of these patients had a tarry 
stool 1 week before examination. He had had no par- 
ticular food dyscrasia except beef, which he could taste 


for 2 or 3 days after eating. He had also had occa- 


Fig. 9 


Fig. 8 


sional distress in the upper abdomen, always at night. 
Fluoroscopically there was evidence of spasm on the 
greater curvature in the pyloric region of the stomach 
near the body. The cap was eccentric in location. No 
definite ulcer could be seen on the posteroanterior or 
oblique view, but the lateral view showed a definite 
small duodenal ulcer superiorly with moderate marginal 
edema (Fig. 3). 

Case 4. This patient with a penetrating ulcer pre- 
sented a chief complaint of sharp pain starting up un- 
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der the right ribs. The pain lasted approximately 1 
hour and occurred most frequently when at work. 
Three days before examination he vomited and had to 
quit work. On one occasion the feces were almost 
black. Examination revealed specific tenderness over 
the gallbladder, which was well separated from the 
duodenal cap. Examination of the posteroanterior and 
oblique films revealed an ulcer in the pyloric region of 
the stomach. There was eccentricity of the cap with 
some prolapse of the gastric mucosa (Fig. 4). The 
lateral projection revealed a definite penetrating ulcer 
on the superior margin of the cap (Fig. 5). 

Case 5. This patient’s chief complaint was dis- 
tress over the right ribs in the region of the liver and 
gallbladder, 1 hour after eating. There was no relief 
from milk. Fluoroscopically, emptying function was 
moderately delayed. There was specific tenderness over 
the duodenal cap which was not irritable in character. 
Posteroanterior and oblique projections suggested 
spasm on the upper margin of the cap with a small 
centrally located fleck of barium which apparently rep- 
resented the ulcer. The lateral view (Fig. 6) shows an 
excellent silhouette of an inferior margin ulcer crater, 
with marked marginal edema. 

Case 6. The next case demonstrates a small ulcer 
of the antrum. The patient’s chief complaint was a 
dyscrasia to fat food and eggs, and she had clay-colored 
stools. Fluoroscopically there was specific tenderness 
over the gallbladder which was roentgenographically 
negative. The primary films showed a stellate pattern 
in the pyloric region of the stomach (Fig. 7). The 
filling films showed the profile of a presphincter ulcer 
on the lesser curvature in a marked oblique or off- 
lateral view. A true lateral view in this case would 
have overlapped the ulcer region with the body of the 
stomach (Fig. 8). 

Case 7. This case shows a sthenic type of stomach 
in an obese individual. The posteroanterior and oblique 
views were virtually useless so far as visualization of 
the cap and antrum were concerned. The lateral pro- 
jection could have been improved by rolling the left 
side slightly forward. However, a large duodenal cap 
ulcer on the superior margin was well demonstrated. 
(Fig. 9). 

Case 8. This patient gave a history of ulcer and 
gallbladder symptoms. In the gallbladder, many small 
radiolucent stones were visualized. Fluoroscopically, 
the duodenal cap suggested an ulcer; however, the 
posteroanterior and oblique roentgenograms showed no 
definite ulcer crater. The lateral view showed a large 
ulcer on the superior margin of the duodenum. It is 
defined by the broad rugal type density at the upper- 
most part of the duodenum (Fig. 10). 


Summary 


The need for proper positioning of the patient for 
the lateral roentgenogram of the stomach and duo- 
denum and a technic for 200 ma., 100 kv. and 500 ma., 
125 kv. equipment, have been discussed. 

The lateral projection is an excellent view for ob- 
taining more information about ulcers noted on other 
views. It has also given excellent profile views of ulcers 
not otherwise visualized. 

It is felt that on the basis of the evidence demon- 
strated here there should be more general use of the 
lateral roentgenogram in the study of the stomach and 
proximal duodenum. 


Muskegon Osteopathic Hospital 
Third and Webster Sts. 
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CYSTOSCOPIC 


management of 
ureteral 


CALCULI* 


ROBERT F. McBRATNEY, D.O. 
Los Angeles, California 


1. CASES OF URETERAL calculus, it is first nec- 
essary to evaluate the type of procedure which will be 
necessary to deliver the stone. There are three possible 
approaches : 

1. Conservative care in anticipation of spontaneous 
passage of the calculus. 

2. Delivery of the calculus by cystoscopic manipu- 
lation. 

3. Open surgery. 
This paper primarily concerns those cases in the second 
classification, in which delivery of the stone by cysto- 
scopic manipulation is elected. 

It is quite important to evaluate the size and posi- 
tion of the calculus and the status of renal function in 
order to arrive at any decision concerning treatment. 
In order to determine the presence of a stone, excre- 
tory urography and a scout film of kidneys, ureter, and 
bladder should be obtained early. This also will give 
information concerning function of both the involved 
kidney and the opposite kidney, since the status of renal 
function will determine whether intervention is neces- 
sary immediately or whether it can be delayed to allow 
further study. If the kidney on the involved side shows 
no evidence of function, then steps should be taken at 
once to relieve obstruction and attempt to re-establish 
renal output. Blood chemistry tests should be made to 
evaluate the amount of toxicity, as well as tests for 
urinary infection. Adequate hydration should be main- 
tained. If complete obstruction exists, antibiotic ther- 
apy should be established, since stasis usually leads to 
infection. 

If the calculus appears too large to pass, open sur- 
gery must be considered. If the size of the calculus is 
such that it is possible for it to pass the ureteral lumen, 
the location of the calculus will determine the next step. 
If it is in the upper third of the ureter, and the kidney 
is unobstructed and drainage is sufficient to prevent ir- 
reparable renal damage, it is often well to continue con- 
servative care until the calculus has passed into the 
lower ureter before attempting any instrumentation for 
delivery of the stone. 


*Presented at the meeting of the Urological Section of the American 
College of Osteopathic Surgeons, Detroit, Michigan, October 30, 1956. 
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If it is determined that there is infection present, 
renal drainage should be considered before proceeding 
with instrumental manipulation. If there is any ques- 
tion of being able to deliver the stone, it is better to 
pass a ureteral catheter to the renal pelvis to allow con- 
trol of infection, drainage, and re-establishment of 
good function before further instrumentation. The 
presence of a fairly large indwelling catheter will dilate 
the ureter below the stone and assist in its later passage. 
Drainage can also be maintained by multiple small 
ureteral catheters, which sometimes form a skid to al- 
low the stone to descend more easily. 


In considering instrumental delivery of the calcu- 
lus, there are several types of stone-grasping instru- 
ments available. The most commonly used instrument 
is the Johnson basket. This instrument has a flexible 
metal shaft, an end loop of multiple small wires, and a 
flexible filiform tip on the end of the loop. The Howard 
spiral stone remover has a flexible metal shaft similar 
to the one employed in the Johnson basket, but this 
shaft has a spiral metal end with a blunt tip. Another 
instrument that has come into common usage recently 
is the woven loop catheter, which is similar to a stand- 
ard ureteral catheter with nylon threaded through an 
eye at the end of the catheter and relaced into another 
eye about 3 cm. away. A fourth type of instrument, the 
Levout basket, is similar to the Johnson basket in de- 
sign, but is made of a woven nylon catheter with nylon- 
type basket and a filiform tip. 

The use of the Johnson basket should generally be 
confined to the lower third of the ureter. This instru- 
ment is rather inflexible, and using it in the middle or 
upper sections might cause some difficulty in delivering 
the stone if the ureter is sharply angulated over the 
brim of the true pelvis. The Levout basket, which is 
all flexible nylon, would be the only basket considered 
safe for use in the middle or upper third. In any case, 
if the operator approaches the upper two-thirds, he 
should feel quite sure that the calculus is small enough 
and the ureter is of sufficient capacity that he will not 
have difficulty in withdrawing the instrument with the 
calculus engaged. 

The woven loop catheter usually must be passed to 
the renal pelvis and the nylon suture withdrawn from 
the catheter to form a loop in the pelvis; then the loop 
is drawn down the ureter in an attempt to engage the 
calculus. This method may be used to some extent in 
the upper ureter, but when this instrument has a loop 
formed and the stone engaged, it may be too large to 
pass. It is very difficult to disengage the loop, and the 
operator runs the risk of having to perform a lithotomy 
to disengage his instrument. The Howard spiral instru- 
ment should be confined to intramural ureteral manipu- 
lation, since it is too easy to engage the ureteral mucosa 
in the spiral tip and thus cause extensive damage. 

In the cystoscopic approach to removal of ureteral 
calculi, the first objective in making the bladder survey 
is to determine the condition of the ureteral orifice on 
the side involved. If there is any restriction of the 
orifice whatever, ureteral meatotomy must be _per- 
formed to allow adequate room for removal of the 
calculus. If the calculus is impacted in the intramural 
area, simple meatotomy will often allow it to pass spon- 
taneously. In such cases the Howard spiral stone re- 
mover may also be used following meatotomy ; this is a 
simple instrument to engage the stone for withdrawal 
from the intramural area. 


In using any instrument higher in the ureter, en- 
gagement of the calculus may be done by gently ad- 
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vancing and withdrawing the instrument repeatedly 
and also by gentle rotation of the instrument within the 
lumen of the ureter. Once the stone is felt to be en- 
gaged in the instrument, slow and gentle traction on the 
instrument and gradual withdrawal from the ureter 
will deliver the calculus. After the calculus reaches the 
bladder, it may then be removed by using either an 
evacuating syringe on the cystoscope or a cystoscopic 
rongeur. One fact should always be kept in mind 
when rotating: the instrument: if the filiform tip is 
detachable, the instrument should always be rotated in 
the direction which would tighten the tip on the instru- 
ment rather than unfasten it and leave it free within 
the ureteral lumen, since there is no method other than 
lithotomy for withdrawing a loose tip. 

Once the calculus is delivered from the ureter, a 
ureteral catheter should be placed in the renal pelvis and 
left in situ for a period of 48 to 72 hours, as there is 
usually ureteral edema following instrumentation which 
prevents proper renal drainage. Any postoperative in- 
fection in the tract, however minor, will usually cause 
an acute reaction if drainage is not maintained. 

Following removal of the ureteral catheter the pa- 
tient may be discharged, but should be seen postopera- 
tively several times to determine if there is any scar tis- 
sue or restriction of the ureteral lumen from the instru- 
mentation. This can be accomplished by excretory 
urography, which will determine the status of renal 
function and drainage, or by cystoscopy and ureteral 
catheterization to calibrate the capacity of the ureter. 


3919 Beverly Blvd. 


Discussion 


A. A. Choquette, D.O., Pontiac, Michigan: It is quite evi- 
dent that Dr. McBratney has had much experience with cysto- 
scopic management of ureteral calculi, and I am sure that only 
brevity is responsible for the few omissions that I would like 
to mention. 

The first point is that all ureteric stones originate within 
the kidney. In considering the anatomy of the ureter and the 
caliber of the ureter at various levels, it seems likely that any 
calculi passing the ureteral pelvic junction will traverse the 
upper two-thirds of the ureter without difficulty. I do not re- 
call seeing during the past 12 years any patient with a stone 
engaged in the upper two-thirds of the ureter; therefore, I have 
never attempted to remove a calculus from that area. Except 
for one case in which the point of obstruction was directly 
above the lower section because of an ovarian artery on top 
of the ureter, my experience has shown the point of obstruc- 
tion to be the lower third of the ureter. 

Dr. McBratney’s emphasis on treatment of infection is im- 
portant, since infection in this area cannot be considered lightly, 
especially in the presence of calculi. The establishment of drain- 
age by means of a catheter or any other method indicated is 
imperative for the welfare of the patient. 

I should like to mention my experiences during the past 
few years with a number of the instruments which Dr. Mc- 
Bratney has mentioned. I have a degree of success with the 
Johnson stone basket, but prefer the Council basket. The How- 
ard spiral tip cystoscope has been useful with calculi of the 
intramural portion of the ureter, usually used after a wide 
meatotomy, but I have not had success with the nylon catheter. 

One of the main reasons why degrees of success with 
cystoscopes differ between practitioners is the element of time. 
Often the calculus will progress through the upper two thirds 
of the ureter with the patient experiencing little or no discom- 
fort, and he is not seen by the urologist until the stone is en- 
gaged in the lower third of the ureter. At that stage, there is 
almost a demand that extraction be done immediately. How- 
ever, the acute trauma and edema present during the first 24 
to 48 hours that the stone is engaged make it necessary to try 
delaying removal of the calculus for a number of days, provid- 
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ed tne kidney is not too badly damaged and that drainage is 
established. Further, when instrumentation to remove the cal- 
culus has been unsuccessful, a second attempt should never be 
made within a week, to allow time for induration and swelling 
to subside. 

Another factor is that radiographic films are frequently 
very misleading. A calculus might be estimated to be 1 cm. 
or less in size; but while the nucleus may be of that diameter, 
sufficient non-radiopaque urinary salts may have gathered be- 
yond the nucleus to make the calculus impossible to deliver 
with an instrument. 

My general plan after a diagnosis of calculus in the lower 
third of the ureter has been established and drainage is insured 
is to do a thorough evaluation of the urine, place the patient 
under general anesthesia, and institute instrumentation. If this 
attempt should fail, a ureteric catheter is passed and a waiting 
period of 7 days is usually instituted. Then a second attempt is 
made to remove the calculi, and if this also meets with failure, 
open surgery is resorted to. 

Dr. McBratney’s emphasis on the care of a patient follow- 
ing instrumental delivery of a calculus is important. T think 
also that the same general treatment should be followed, if pos- 
sible, in patients who have spontaneously passed calculi. I can- 
not help believing that many ureteric strictures, many urinary 
infections, and much general pain are the result of improper 
care of the ureter following passage of stones. 

Finally, it is an unwritten rule that the continuity of the 
stone basket must be thoroughly examined before instrumenta- 
tion, since many accidents have occurred as a result of a broken 
wire. A urologist of my acquaintance has not used a stone 
basket during the past 7 or 8 years as a result of a tragic 
accident of this nature. His use of multiple catheters has en- 
tirely replaced use of the stone basket. If he is unsuccessful 
after two attempts with multiple catheters, he resorts to open 
surgery. 

Pontiac Osteopathic Hospital 

50 N. Perry Ave. 


Discussion 


H. Willard Sterrett, Jr., D.O., Philadelphia, Pennsylvania : 
In the paper presented by Dr. McBratney, three approaches to 
ureteric calculi were suggested: (1) conservative care leading 
to spontaneous passage of the calculus; (2) recovery of the cal- 
culus with conservative surgical intervention (cystoscopy) ; 
and (3) open surgery; and, as he suggests, the choice of ap- 
proach requires considerable evaluation. Probably the term 
“masterful neglect” might apply more in ureteric calculus dis- 
ease than in many other situations. The presence of a nonob- 
structing calculus in a symptom-free patient does not constitute 
an immediate surgical emergency; therefore, I feel that it might 
be wise to comment regarding nonoperative management which 
really begins after a diagnosis of ureteric calculus. 

There are several criteria to be considered in deciding 
whether or not to delay actual recovery of a calculus. If a 
patient is in industry, an acute episode of colic might cause him 
to lose control of his actions and endanger his or other lives. 
Economic hardship occasionally might also demand the most ex- 
pedient recovery of the stone without repeated x-rays, time lost 
in a hospital bed, or inability to work. The duration of symptoms 
should be considered; those of long duration may result in ir- 
reparable renal damage. Very acute pain must be relieved after 
a short interval, but mild symptoms of short duration can easily 
be tolerated and permit waiting as long as two weeks, if neces- 
sary. The age and condition of the patient are important. El- 
derly, debilitated men usually do not tolerate instrumentation 
well and frequently develop febrile reactions. Children do not 
have room for ureteric manipulations, and repeated anesthesias 
are undesirable. 

Too often we are forced unnecessarily by circumstances to 
carry out operative treatment simply because of renal embar- 
rassment. In experience with tumors of the bladder causing 
ureteric obstruction, it has often been found that adequate renal 
function does return. 

It is my usual routine, after a diagnosis of ureteric calculus 
disease has been established and roentgen studies have shown 
that the stone should pass (being less than .5 cm. in diameter), 
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to place the patient upon Octin therapy, 1 cc. (1% grains) in- 
tramuscularly every 4 hours for a period of 3 days, with the 
patient ambulatory. These patients may be entirely asympto- 
matic or they may be in distress with the typical ureteric 
colic. Octin causes a continuous relaxation of the smooth 
muscle of the ureter and has frequently been very efficacious 
in permitting the passage of the calculus without further inter- 
vention. The patient is instructed to strain all urine from the 
moment calculus disease is considered. 

In the event that the calculus is not recovered with Octin 
therapy, another survey x-ray of the abdomen is taken, to de- 
termine change of position. If such a change is found and the 
patient is free of discomfort, Octin therapy is discontinued and 
the patient observed for an additional 24 to 48 hours. If the 
patient again becomes symptomatic and blood is noted in the 
urine, which suggests movement of the calculus, Octin therapy 
is resumed until the stone is either recovered or there is no 
change in location of the pain. 

Change in location of pain is a very simple clinical guide 
in the management of ureteric calculi. Stones higher in the 
ureter are often characterized by physical discomfort in the 
flank and upper abdomen, coursing down the ureter. As the 
stone is in transit the patient can frequently note when it ap- 
proaches a more medial and lower abdominal location. It might 
be wise to recall the anatomy of the ureter, with its two normal 
narrowings which frequently are sites of obstruction for such 
calculi. Pressure builds up behind the calculus when it reaches 
these narrow areas. With antispasmodic therapy and sufficient 
pressure behind it, the calculus will move quite suddenly down 
to the next point of resistance from which it will pass in a 
similar manner, this process continuing until it is down to the 
urinary bladder. 

As long as conservative management can be carried out, 
with satisfactory downward progression of the calculus, it is 
my policy to refrain from actual cystoscopic manipulation. Since 
infection is very apt to occur as a secondary factor, the less 
ureteric intervention is undertaken, the less chance there is 
for infection. When the stone tends to become arrested at a 
single location and the patient is free of discomfort, I fre- 
quently discontinue all medication and permit the patient to be 
ambulatory for as much as 2 to 3 weeks before considering 
any further approach. If at the end of this time the patient is 
still symptom-free and the calculus, by x-ray survey, is found 
to be unchanged, recheck intravenous urography is done (if 
the kidney still is not obstructed) and consideration is given 
to cystoscopic manipulation rather than open surgery. 

Pain is the most annoying symptom of ureteric calculus 
disease; in the usual case, therapy with Octin, Depropanex, or 
other antispasmodic will give complete symptom relief. How- 
ever, on occasion when an irregular stone in transit causes 
active bleeding, it is essential to give additional narcotic seda- 
tion. It is my impression that a patient with severe pain fre- 
quently becomes quickly exhausted, and it is essential that an 
adequate fluid intake be maintained by the use of intravenous 
fluids, preferably distilled water and glucose. In hot weather, 
added saline may be of value. Since nausea frequently accom- 
panies ureteric calculus disease, patients are loathe to take too 
much fluid. I have not had too much clinical satisfaction with 
the use of Dramamine or other antiemetics in controlling this 
reflex nausea, but I feel that when antispasmodic therapy and 
sedation are used to proper advantage, nausea becomes minimal 
or absent. 

One additional comment on Dr. McBratney’s report pertains 
to the actual manipulation of the ureter for calculus. It should 
be understood that ureteric manipulation does result in a cer- 
tain amount of ureteral edema at the vesical junction, regardless 
of the instrument used. It is also possible that edema will occur 
at a level even up to the obstruction, and that this edema, when 
it reaches a certain point, can alone be a deterrent to the 
recovery of the calculus. 

If the stone has not been recovered after a sufficient amount 
of manipulation the able and conscientious physician will cease 
before causing excessive bleeding or trauma which might pre- 
dispose at a later date to further stricture and recurrence of 
stone. I personally feel it is better to try manipulation at inter- 
vals of 48 hours rather than a lengthy procedure on any one 
occasion, 
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The problem of 


TENNIS 
ELBOW 


A review* 


PHILIP J. RASCH, Ph.D., A.C.S.M. 
and 


MERLIN L. BRUBAKER, B.A., D.O. 


Los Angeles, California 


O NE OF THE MOST common disabilities con- 
fronting the athletic trainer and the sports physician is 
tennis elbow, also known as pitcher’s elbow, golfer’s el- 
bow, badminton elbow, squash elbow, boxer’s elbow, 
polo elbow, and fencer’s elbow. Tennis players are gen- 
erally of the opinion that tennis elbow is caused by re- 
peated strokes requiring forcible pronation or supina- 
tion of the forearm, especially with the arm in full 
extension, and that the use of rackets with handles too 
large to permit a proper grip may be a contributing 
etiologic factor. Despite the fact that the condition is 
usually identified with sports, tennis elbow is not pe- 
culiar to athletes ; it is a common disability among musi- 
cians, carpenters, masseurs, house painters, bricklayers, 
pressers, and others whose work requires repeated pro- 
nation and supination of the forearm. 

The syndrome was first described in medical lit- 
erature in 1873 by Runge,’ and nearly a decade later 
Morris? referred to it as “lawn-tennis elbow.” It is 
usually characterized by tenderness over the anterior 
aspects of the condyles of the humerus, pain in the ex- 
tensor muscles of the forearm induced by gripping or 
resistive movements of the wrist, and localized pain in 
the olecranal region induced by carrying weight. Most 
passive movements are relatively painless, however. 
Roentgenographic examination of the joint usually re- 
veals no pathologic change. Generally, extended periods 
of rest of the affected part provide complete relief of 
symptoms. Unfortunately, this may require 6 to 9 
months, and athletes and workmen chafe at restriction 
for such a prolonged period. 

Although they do not necessarily agree as to defini- 
tion of terms, certain authorities differentiate between 
tennis elbow and golfer’s elbow. Verrall? defined golf- 
er’s elbow as a strain of the flexor carpi ulnaris, where- 
as Cyriax’ contended that it was a lesion of the com- 
mon flexor tendon at the medial epicondyle. The fact 
that tennis elbow involves the external condyle ten or 
twelve times more frequently than the internal condyle 
was attributed by Cooper® to the more vulnerable posi- 
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tion of the former. However, Hansson and Howrick* 
asserted that the muscles arising on the internal condyle 
are much stronger than those arising on the external 
condyle and, moreover, that the muscles arising on the 
external condyle are phylogenetically younger than 
those arising on the internal condyle and consequently 
more subject to pathologic change. 

It is the purpose of this paper to review the princi- 
pal theories that have been advanced regarding the eti- 
ology and treatment of tennis elbow. The previous re- 
views of the subject by Cyriax® and North® have served 
as convenient guides to the earlier literature. 


Theories concerning 
etiology of tennis elbow 


Strain of pronator teres—Morris advanced the 
theory that tennis elbow resulted from strain of the 
pronator teres.t Although Havelock’ concurred with 
this theory, Luke*® and West® contended that the site 
of pain ruled out the possibility of involvement of the 
pronator teres and that strain of this muscle did not 
account for the pain produced by gripping and certain 
purely resistive movements of the hand and wrist. 

Injury to nerves——Some of the earliest writers?” 
on the subject suggested that tennis elbow resulted 
from injury to or inflammation of certain nerves, the 
radial (musculospiral), posterior interosseus, and me- 
dian nerves, in particular. This theory failed to satisfy 
most physicians concerned with the problem and seems 
to have been forgotten in recent years. 

Twisting of the head of the radius and/or rotation 
of the bicipital tuberosity of the radius ——Only one au- 
thor?® is known to have advanced this explanation for 
the etiology of tennis elbow, and the theory has attract- 
ed little attention from other commentators. 

Tearing of the fibers of the supinator brevis or 
supinator longus.—This was another early theory, **-7° 
and one which West® gave some consideration. 

Sepsis.—The theory of toxemia or toxemia asso- 
ciated with trauma has been suggested as the principal 
etiologic factor in tennis elbow by a number of 
writers.17-2° In some instances arthritis has been spe- 
cifically named as a precursor.?%?! At least one physi- 
cian,?* however, vigorously disagreed with the concept 
that sepsis is an etiologic factor in tennis elbow. 

Radiohumeral bursitis —In 1922, Osgood*® assert- 
ed that tennis elbow resulted from inflammation of the 
bursa located beneath the conjoined tendon of the ex- 
tensor muscle and the tip of the epicondyle, the origin 
of the supinator brevis muscle, and the radiohumeral 
joint. Although this theory was accepted by some 
American surgeons, namely Dittrich,’ Carp,* and 
Meherin and Cooper,?® it met with objections from 
Carter,2* who stated that in examining his patients 
with tennis elbow he was unable to locate such bursae, 
and from Stack and Hunt,?’ who argued that a bursa 
in the designated site could be found in less than 10 
per cent of dissected cadavers. This etiologic concept 
was not accepted generally by physicians abroad, how- 
ever, including West,’ who stated that there was insuffi- 
cient evidence to support this theory, and Ogilvie’* and 
Verrall,? who stated that neither they nor any other 
surgeon in Great Britain had been able to confirm Os- 
good’s observation. Trethowan” commented that the 
alleged bursa was actually an extension of the synovial 
membrane of the radiohumeral joint. 

Laceration of the anconeus.—Mennell** is the only 
physician known to have advanced this theory among 


Journat A.O.A. 


those who contributed to the medical literature on the 
etiology of tennis elbow. a 

Injury to the radiohumeral joint resulting from an- 
tagonistic muscular contraction of the supinator brevis 
and supinator longus.—In discussing the etiology of 
tennis elbow, Coues”® pointed out that simultaneous 
contractions of the supinator brevis and supinator 
longus take place in one movement only, and that is 
when the hand is snapped strongly and quickly from 
volar flexion into strong adduction. His explanation 
received but little attention in the literature, however. 
Closely allied to this is the theory that the condition 
results from simultaneous forcible contraction of the 
supinator brevis and the brachialis anticus.?° 

Tearing of the tendon of the extensor origin from 
the external epicondyle, with resulting periostitis.— 
West® stated that the extensor carpi radialis brevis 
arises in common with the extensor communis digi- 
torum and the extensor carpi ulnaris by a tendon from 
the anterior aspect of the external condyle. Because 
the short radial extensor muscle is in the most lateral 
position, repeated strains of this portion of the tendon 
may cause partial tearing from its connections with the 
periosteum. Hansson* asserted that the extensor carpi 
radialis brevis is the muscle most frequently involved, 
while Aldes** placed the site of injury at the tendinous 
origin of the extensor radialis brevis and communis and 
the periosteum of the lateral epicondyle. Cyriax,’ Dwyer 
and Murray,** Murley,** Quin and Binks,** and Stein, 
Stein, and Beller®® are in agreement that tennis elbow 
usually results from partial tearing of the origin of the 
extensor muscles of the forearm from the lateral epi- 
condyle, without specifying the precise site involved. 

Pinching of the synovial fringe-—This theory ad- 
vanced by Stack and Hunt?’ and Moore*® emphasized 
the fact that there is a mucosal fringe arising from the 
lateral synovial membrane of the elbow lying interposed 
between the radial head and the capitellum of the hu- 
merus; that excessive extension of the elbow joint ef- 
fects an approximation of these two bones and pinches 
the synovial fringe, and that this pinching effect is 
accentuated by grasping movements or forceful supina- 
tion. Repeated traumata of this type produce hypere- 
mia, with subsequent thickening and villous formation. 
As the membrane becomes more friable, it is increas- 
ingly subject to partial tearing. In general, this ex- 
planation has been acceptable to physicians,)%?5:?7:57-%° 
including Ogilvie,?* who remarked that the etiology of 
the case studied by Osgood** might well have been ex- 
plained on this basis. 

Displacement of part of the orbicular or coronary 
ligament between the capitulum radii and the capitulum 
humeri.—This theory, suggested by Mills***! several 
years ago, has been accepted by Stack and Hunt?’ and 
others. 

Stresses from rotation of the capitulum radii.— 
According to Bosworth,*? rotation of the distorted 
capitulum radii in a changing plane, on a changing 
stress axis, inside a sensitive membrane, compressed by 
powerful muscles and tendinous structures, could pro- 
duce the pain of tennis elbow. 

Cervical root syndrome.—In a study of 105 cases 
of tennis elbow, Gonet** observed roentgenographic evi- 
dence of pathologic change in the cervical vertebrae in 
87 per cent of his patients. He suggested that the pain 
fibers in muscle become more sensitive as a result of a 
central lesion and that during contraction compression 
of these sensitized nerve endings in the region of the 
origin of the extensor causes the localized pain of ten- 
nis elbow. 


Vor. 57, Dec. 1957 


Theories concerning 
treatment of tennis elbow 


Concurrent with the advancement of numerous 
theories concerning the etiology of tennis elbow there 
developed different and often contradictory concepts as 
to the treatment of this condition. These include the 
following : 


Rest of part or all of the extremity.—This has 
been the standard form of treatment prescribed by most 
physicians in this country as well as abroad. Immobili- 
zation of the upper third of the forearm by strapping 
with adhesive tape has been used with beneficial results. 
Immobilization by means of a cock-up splint to permit 
complete relaxation of the involved muscles is fre- 
quently recommended.*®*°44 Immobilization from the 
upper arm to the wrist joint is also recommended.” 
Cooper,® however, considered immobilization of the af- 
fected extremity to be ineffective in treating tennis 
elbow. 


Active treatment.—Figdor* and other British phy- 
sicians prescribed continued use of the affected joint, 
although for different reasons. The chief benefit to be 
derived from movement of the joint, Cyriax’ explained, 
was relief of painful tension by causing the tendon to 
separate from the periosteum. However, Mennell*® 
held that if suitable treatment was not administered, 
granulation tissue was formed and subsequently broken 
down as a result of muscular contraction. Contraction, 
he said, was essential to maintain muscular strength 
and to prevent adhesions. 

Physical therapy.—Although a few authorities rec- 
ommend massage for the treatment of tennis el- 
most of them consider it of no benefit 
1,25,30,34, 37,38 or perhaps even harmful.’*** Figdor* 
warned that massage may cause myositis ossificans. 
Treatment by diathermy has met with the approval of 
some physicians*® but others reject this 
Aldes*? recommended the use of ultrasound, whereas 
Cooper® considered x-ray the therapy of choice and 
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Mennell** favored treatment with electrical stimula- 
tion. Despite the widespread acceptance of these thera- 
peutic agents, there is little evidence that routine physi- 
cal therapy affects either the course or duration of the 
disability caused by tennis elbow.***** 

Injections.—Injections of chemical substances, 
namely procaine hydrochloride,*> procaine followed by 
sodium morrhuate,*” hydrocortisone acetate,**** hydro- 
hydrocortisone and hyaluronidase,” 
have been prescribed in the treatment of tennis elbow. 
In most instances such therapy produces immediate 
relief of symptoms, although frequently only tempo- 
rary. Stein, Stein, and Beller** stated that hydrocorti- 
sone inhibited the formation of granulation tissue, 
thereby interrupting the vicious cycle of initial repair 
and subsequent breakdown of granulation tissue accom- 
panied by secondary vascular and nervous reactions. 
However, Freeland and Gribble®® argued that since in- 
jections of two such dissimilar drugs as procaine and 
hydrocortisone afforded relief of symptoms, their ac- 
tion must be nonspecific, that perhaps the effective 
agent was the volume of fluid injected or the insertion 
of the needle. Lahz*' reported that injections were sel- 
dom beneficial in the treatment of tennis elbow. 

Manipulation.—Manipulation for the relief of ten- 
nis elbow has been advocated by many physicians, al- 
though manipulative technics differ widely. The method 
employed by Mills*® seems to be the most generally ac- 
cepted ; however, the results of this treatment are not 
consistent. Mills*t recommended that his method be 
restricted to patients with limitation of movement of 
the elbow. He claimed that approximately five-sixths 
of them could be cured, but Verrall? reported that 
Mills’ manipulative technic produced good results in 
approximately one-third of his patients, and Kini- 
month* achieved satisfactory results in about one-half 
of his patients by this method of treatment. It is not 
clear, however, whether they employed this method 
only for those patients with limitation of movement of 
the elbow. It is the consensus of these authorities that 
this particular manipulative method breaks down adhe- 
sions. Other manipulative technics have been described 
by Cyriax,’ Burrows and Coltar,®? and St. Clair.®* 

Another method of manipulative treatment is that 
of Pritchard and Ruenitz,** who are of the opinion that 
tennis elbow usually results from displacement of the 
proximal end of the radius. Not having been presented 
before in the literature, their manipulative technic is 
described briefly below: 

With one hand, the physician grasps the patient’s forearm 
just above the wrist and supinates his forearm to the fullest 
extent. With the other hand, the physician grasps the lateral 
aspect of the patient’s forearm as near the elbow as possible 
and directs a short, quick thrust at right angles to the long 
axis of the humerus and parallel to the axis of the elbow joint. 
(Caution—this treatment must be administered carefully to 
avoid trauma.) 


Carp** recommended firm digital pressure over the 
epicondyle and radiohumeral joint in order to rupture 
the bursa and provide prompt relief of symptoms. 

Surgery.—Osgood** suggested incision of the con- 
joined tendon, with subsequent opening of the bursa to 
evacuate its contents, and curettement of its walls. Bos- 
worth* described four distinct operative procedures for 
resection of the orbicular ligament. Meherin and Coop- 
er® advised stripping the common extensor tendon 
from its origin, whereas Lahz** recommended severing 
the origin of the extensor carpi radialis brevis and the 
anterior part of the extensors of the fingers. Dwyer 
and Murray** proposed incision from the proximal 
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border of the lateral condyle to the head of the radius, 
Arthrotomy and removal of the fringes is usually the 
treatment of choice for injury to the radiohumeral 
synovial fringes. Likewise, surgical technics are usual- 
ly necessary to alleviate symptoms related to the orbicu- 
lar or coronary ligament. Trethowan*® recommended 
excision of the hyperemic protrusions of the synovial 
membrane. 

Medical treatment.—Most physicians regard toxe- 
mia as a contributory factor rather than the principal 
cause of tennis elbow. The possibility of foci of infec- 
tion, such as absessed teeth, or of the existence of 
arthritic disease should be considered. Appropriate 
steps to eliminate any sources of infection which may 
be disclosed by physical and laboratory examinations 
are indicated. 


Discussion 


It is evident from the foregoing review of the lit- 
erature that so-called tennis elbow is not a single clinical 
entity; rather, it is a term designating a syndrome re- 
sulting from any one of a number of causes. Moreover, 
the prescribed treatment may be determined more by a 
physician’s concepts of the etiology of tennis elbow 
than by the actual pathologic change involved. 

From the kinesiologic aspect, the primary cause 
of tennis elbow is forcible supination and pronation of 
the forearm, particularly when the arm is fully extend- 
ed and grasping an object too large for an efficient and 
comfortable grip. The resulting trauma may be either 
extra-articular or intra-articular. Extra-articular trau- 
ma is usually characterized by tearing of the extensor 
muscles of the forearm from their point of origin, fre- 
quently associated with periostitis, and intra-articular 
injuries by nipping of the synovial fringes or displace- 
ment of a part of the orbicular or coronary ligament. 

Inasmuch as the successful treatment of tennis 
elbow depends primarily upon proper diagnosis of the 
underlying cause, more precise diagnostic technics 
should be developed. Subsequently, statistical studies 
should be carried out to evaluate the efficacy of the 
numerous forms of treatment prescribed for the relief 
of this condition. 

Most physicians prescribe conservative procedures 
for extra-articular injuries of the elbow. Generally, 
prolonged rest of part or all of the affected extremity, 
with immobilization in a cock-up splint if necessary, 
constitutes adequate treatment. However, in treating 
intra-articular traumata, the results indicate that appro- 
priate manipulative technics should be utilized first. If 
these measures fail to effect satisfactory improvement, 
there is probably little hope of complete rehabilitation 
other than by surgical intervention. 
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CASE REPORTS 


Intestinal 
rupture of the newborn 


Report of three cases* 


WILLIAM G. CHEVERTON, B.A., D.O. 
MILTON BIRNBAUM, B:S., M.A., D.O. 
Los Angeles, California 


R UPTURE OF THE intestine in the newborn is 
a relatively infrequent finding, but it requires imme- 
diate attention when it is suspected. It can occur in 
intrauterine, natal, or neonatal life, resulting in me- 
conium peritonitis. ‘“Meconium fills the intestine 
throughout its length sometime during the second 
trimester of pregnancy, and perforation of the intestine 


*From the Department of Pediatrics, Los Angeles County Osteo- 
pathic Hospital, Los Angeles, California. 
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can produce meconium peritonitis any time after the 
fourth or fifth month of intrauterine life.”* 

Meconium is a mixture of cast-off epithelial cells, 
bile pigment, bile salts, cholesterol, fat, stearic acid, se- 
baceous material from swallowed liquor amnii, mucin, 
and salts, to which pancreatic and gastric secretions and 
their enzymes are added.** In the event of rupture, 
the meconium, up to early neonatal life, causes a sterile 
chemical and foreign body peritonitis. Within 1 to 3 
days after birth the meconium may become contaminat- 
ed with various bacterial organisms, and thus the sterile 
peritonitis would be changed to a bacterial peritonitis.*** 

There are several main causes of intestinal rupture 
to be considered. These include: atresia of the intestinal 
tract, stenosis, malrotation, volvulus, congenital bands, 
intussusception, diaphragmatic hernia, and meconium 
ileus. Weakness in the intestinal wall which may later 
result in rupture can be caused by diverticula, ulcers, 
and aplasia of the muscularis mucosa.* In many cases 
the perforation cannot be found at operation or autopsy 
and presumably was sealed off in utero. 

The meconium ileus deserves emphasis because in 
addition to its being a very frequent etiologic factor, the 
associated fibrocystic disease must also be treated.** In 
1905, Landsteiner’ described the first case of meconium 
ileus associated with fibrocystic disease of the pancreas. 
In fibrocystic disease there is decreased secretion of 
pancreatic enzymes and secretin resulting in improper 
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digestion of meconium. The resultant meconium is 
thick and sticky like putty or thick glue and will not 
pass through the ileum; it may become impacted and 
produce complete obstruction.” 

In 1948 Low” stated that only a few more than 
100 cases of meconium peritonitis had been reported in 
the literature. Bendel and Michel? searched the records 
of Charity Hospital in New Orleans; of 854,293 pa- 
tients admitted, and 108,744 live births from 1937 to 
July 1, 1952, only 3 cases of meconium peritonitis 
could be found. Rickham™ reported that 7 out of his 
98 cases of neonatal intestinal obstruction were compli- 
cated by meconium peritonitis. 

There has been a very high mortality rate in per- 
foration of the intestine with meconium peritonitis at 
birth. Only recently have there been any survivals. In 
1943, Agerty’® reported the first case of survival of a 
baby with meconium peritonitis. Bendel and Michel,” 
in reviewing the literature, could find only 8 survivals 
by 1952, but they reported an added case, making the 
ninth survival. In 1956, White* had found only 18 
surgical survivals including his own case. 

Early diagnosis is very important because of the 
respiratory distress attendant upon increasing abdomi- 
nal distention, as well as the poor prognosis associated 
with loss of blood and electrolytes. Also, the sterile 
peritonitis may soon become a bacterial peritonitis with 
all of its complications. 

The diagnoses in our cases were based upon the 
symptoms, signs, x-ray findings, and results of ab- 
dominal paracenteses. 

In our cases with massive meconium peritonitis the 
outstanding physical findings were uniform abdominal 
distension and a dusky appearance or cyanotic hue to 
the abdominal skin. There was also dullness of the ab- 
domen to percussion. Vomiting was a variable finding. 

In the presence of these symptoms and signs, a 
flat and an upright roentgenogram of the abdomen was 
the next diagnostic step. There are several possible 
roentgenographic findings : 

1. A massive amount of fluid in the abdominal cav- 
ity will probably be seen. This should be differentiated 
from fluid-filled intestine. 

2. Pneumoperitoneum may be seen if the perfora- 
tion is still 

3. Brunkow,’® Neuhauser,’® and Caffey™ report 
that calcified meconium gives fine mottled shadows on 
the roentgenogram. 

If the diagnosis is still uncertain, then a needle ab- 
dominal paracentesis should be performed. In two of 
our cases, 125 to 280 cc. of meconium was withdrawn 
from the abdominal cavity. 


Case reports 


Case 1. This infant was delivered at another hos- 
pital by posterior occiput presentation. The progress 
was reportedly good, the child apparently taking his 
formula well. He was sent home on the fourth post- 
partum day as a well baby. At 1 p.m. on that same day, 
the formula was vomited. The child refused further 
feedings and continued to vomit yellow and then green 
material. 

The patient was severely dehydrated on admission 
to our hospital. The abdomen was massively distended 
and had a cyanotic hue. There was evidence of thin 
green vomitus about the mouth and nose. Clicking rales 
were heard in the chest bilaterally, and the child was 
whimpering feebly. The patient passed meconium-like 
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stools while in the hospital. Roentgenograms taken 
were an upright of the chest and the abdomen, and a 
flat of the abdomen. The roentgenologist reported that 
there was an obliteration of the soft tissue abdominal 
markings by a dense haziness suggesting intra-abdomi- 
nal fluid. 


Fig. 1. Roentgenogram, case |. 


The patient was initially hydrated with 610 cc. of 
a 3:2:1 solution, consisting of three parts 5 per cent 
glucose in water, two parts normal saline, and one part 
1/6 M sodium lactate. Gastric suction and Harris 
flushes did not decompress the abdomen. A paracentesis 
was performed and approximately 280 cc. of fecal-like 
material was obtained. Cultures of this material were 
made which later showed Escherichia coli and hemolytic 
streptococci. An exploratory laparotomy was performed 
at which a malrotation of the intestine and a perfora- 
tion of the cecum containing a large (1% cm.) me- 
conium plug were found. The perforation was closed 
and a cecostomy was performed. Seventy cc. of whole 
blood was started during the surgical procedure. The 
infant died approximately 5%4 hours after operation. 
Request for an autopsy was refused. 

Case 2. This infant was born on November 7, 
1956. The delivery was a normal cephalic presentation, 
and there were no complications. The mother was Para 
I and gravida II. The cry of the infant was spontane- 
ous and respirations good. Approximately %4 hour after 
delivery, the abdomen was noted to be acutely distend- 
ed. A nasogastric tube was passed, and approximately 
15 cc. of yellow-brown fluid were obtained. 

On physical examination, the respiratory excur- 
sions were seen to be shallow but equal bilaterally. 
The abdomen was markedly distended and multiple 
ecchymotic areas were noted on the anterior abdominal 
wall. Percussion dullness was noted in all quadrants. 
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A blood count revealed a hemoglobin of 14.2 grams and 
an erythrocyte count of 4,600,000. Flat and upright 
roentgenograms of the abdomen revealed a single area 
of gas-filled bowel in the upper midabdomen. The exact 
segment containing the gas was not determined. The 
diffuse haziness of the entire abdomen was indicative 
of free fluid in the peritoneal cavity. 


Fig. 2. Roentgenogram, case 2. 


Abdominal paracentesis was performed with a 19- 
gauge spinal needle, and approximately 125 cc. of thick 
brownish fluid were obtained. A nasogastric tube was 
left in situ for decompression of the stomach. A 
Gardner-Murphy needle was placed in a foot vein and 
approximately 400 cc. of 3:2:1 solution (described in 
Case 1) was administered. Surgical consultation was 
obtained, and upon opening the abdomen atresia of the 
ileum was found, with a volvulus in the area of atresia, 
and gangrene and a perforation at the terminus of the 
atresic ileum. The perforation was repaired and gastro- 
jejunostomy was performed. 

The postoperative course was uneventful. The pa- 
tient was maintained on intravenous fluids via a Gard- 
ner-Murphy needle in a scalp vein for 2 days. The 
fluids also contained Terramycin. Oral fluids were 
started on the second postoperative day. The patient 
was discharged 2% weeks later, weighing 5 pounds 2 
ounces. He was taking feedings well and gaining 
weight. When seen at 44 months of age, he was doing 
well, 

Case 3. This infant was born October 11, 1956. 
The birth weight was 4 pounds 4 ounces. Delivery was 
normal, but the infant’s condition, as reported by the 
referring hospital, was poor. She was admitted to this 
hospital 5 days later with a chief complaint of not be- 
ing able to retain food or water. No projectile vomiting 
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was noted, but the gastric contents kept running out of 
the nose and mouth. A history of the passing of some 
transitional stools was obtained. 

On examination the infant was seen to have bi- 
lateral epicanthus and a flattened nasal bridge. Inspira- 
tory clicking rales were heard in both lung fields. A 
grade II systolic murmur was heard at the third left 
interspace. The stomach was markedly distended and 
could be outlined through the abdominal wall. Reverse 
peristaltic waves were noted. Several hard palpable 
masses were felt in the left lower quadrant. The child 
frequently regurgitated brownish vomitus. 

Flat and upright roentgenograms of the abdomen 
revealed a large amount of air in the stomach and 
duodenum. No air was noted past the duodenum, which 
suggested duodenal obstruction. In addition, an irregu- 
lar calcification was noted in the lower left quadrant, 
suggesting previous meconium peritonitis. 


Fig. 3. Roentgenogram, case 3. 


As the patient was dehydrated on admission, a 
hydrating solution containing 1 mg. of intramuscular 
type Terramycin per milliliter of 2.5 per cent glucose 
in 0.45 per cent saline was administered by clysis. The 
infant was taken to surgery shortly after adequate hy- 
dration. Lysis of bands about the duodenum and proxi- 
mal ileum was performed, and a plug of calcified me- 
conium, found at the splenic flexure, was removed. 
The large perforation found at the site of the plug was 
repaired and a side-to-side gastrojejunostomy per- 
formed. 

Small feedings were begun approximately 12 hours 
postoperatively with a gradual increase of 1 cc. of for- 
mula per 4-hour feeding until oral fluid intake was ade- 
quate. A Gardner-Murphy needle was maintained in a 
vein postoperatively to supply necessary fluid volume, 
and a 50 cc. blood transfusion was given postopera- 
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tively. On the day of surgery the child’s weight was 
3 pounds 13 ounces and on discharge it was 5 pounds 
4 ounces. Four months postoperatively the child was 
eating well. The grade II systolic murmur continued. 


Discussion 


Intestinal rupture in the newborn may be amenable 
to therapy if diagnosed early. Thus it behooves the 
physician who observes abdominal distention or vomit- 
ing to consider this diagnosis. High intestinal obstruc- 
tion causes early vomiting as seen in adults, and as in 
Case 3. Low obstruction causes abdominal distention. 
In infants, unlike adults, this distention may be accom- 
panied by intestinal rupture as in Cases 1 and 2. 

In any case, with clinical and roentgenographic 
findings suggestive of intestinal rupture, we believe 
that abdominal paracentesis serves a dual purpose: (1) 
it reduces the abdominal distention which in turn re- 
lieves the great respiratory distress which these patients 
have; and (2) it confirms the suspicion of intestinal 
rupture when meconium is found in the aspirated fluid. 

The infant must next be prepared for operation by 
adequate fluid and electrolyte replacement. Surgical in- 
tervention is imperative in all cases, as delay leads to a 
stormier convalescence and a poorer prognosis. 


Summary 


The incidence and possible causes of ruptured in- 
testine in the newborn have been discussed, with special 
emphasis on meconium ileus. Diagnosis is based on 
consideration of symptoms, roentgenographic findings, 
and especially the results of abdominal paracenteses. 


> In the strenuous reappraisal of medical education that 
has been proceeding so vigorously in the last two decades 
in America, the words “integrative” and “comprehensive” 
appear with great frequency. These adjectives give ex- 
pression to efforts at improvement, and they imply some 
dissatisfaction with medical education and medical prac- 
tice. The dissatisfaction is pointedly focused upon an 
educational process that has appeared too fragmented and 
upon a pattern of medical practice that is stigmatized as 
too specialistic or too technological. At the same time it 
is vigorously asserted, and generally acknowledged, that 
health service in this country is at a higher level of 
excellence than ever before. Indeed, it seems probable 
that the enthusiasm over its excellence provides a pow- 
erful motivation for proceeding vigorously toward the 
remedy of the defects in medical education. 

The recognition of defects has been stimulated, in 
some measure, by public criticism. It is not that the 
public is antagonistic toward doctors. Public attitude 
surveys show that medicine enjoys a very high prestige. 
But there. are criticisms. Two common criticisms are 
that individual physicians do not show appropriate human 
understanding and that the medical profession in general 
shows little understanding of social processes affecting 
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Orienting medical students toward the whole patient 


Three cases of ruptured intestine in the newborn en- 
countered at the Los Angeles County Osteopathic Hos- 


pital have been presented. Recovery occurred in 2 cases. 
1100 N. Mission Road 
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health. If these criticisms are creditable, they appear to 
point up some defect in the preparation of persons in the 
medical profession. There could, theoretically, be an alter- 
native explanation, that persons entering the profession 
of medicine have little interest in human beings and 
human problems. Admissions committees are much con- 
cerned about the selection of medical students and about 
the premedical phase of education. There are academic 
processes that distort this selection and that disorient 
students to human and social values. 


* * * 


Critics within the medical profession have been 
somewhat harsher, pointing up not merely an irritating 
lack of graciousness and human sympathy but instances 
of doctors’ serious misunderstandings and failures in 
professional obligations because of the failure to recog- 
nize emotional factors in the patient’s distress or dis- 
ability. These critical remarks need not be multiplied. 
What I have said will suffice to focus attention upon 
the need, in medical education, for orienting doctors more 
effectively toward the patient as a person—John C. 
Whitehorn, M.D., The Journal of the American Medical 
Association, June 1, 1957. 
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The 1957 Clinical Assembly 
at St. Louis 


Five years past its memorable Silver Anniversary, 
the American College of Osteopathic Surgeons moved 
on to hold its thirtieth annual meeting in St. Louis, 
October 27 to 31, at the Sheraton-Jefferson Hotel. Now 
termed a “Clinical Assembly,” the A.C.O.S. meeting 
has become one of the profession’s most popular na- 
tional gatherings. The Assembly includes four addi- 
tional participating organizations: the Osteopathic 
Hospital Association ; the Osteopathic College of Radi- 
ology ; the Osteopathic Academy of Orthopedics; and 
the Osteopathic College of Anesthesiologists. A de- 
tailed, illustrated account of the Assembly and a roster 
of newly elected officers of each of the societies were 
carried in full in the December Forum. 

In every instance the Assembly program, present- 
ed in five sections, has become one of worth and testi- 
fies to a type of graduate study of high order. Guest 
registration is permitted, and the program sessions of 
the various groups may be attended by members of the 
profession other than those who make up the actual 
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membership of a given body. Each participating or- 
ganization has succeeded in keeping its business meet- 
ings to a minimum, so that there is little or no interfer- 
ence with attendance at scheduled programs. 

Increasingly from year to year, the success of the 
Clinical Assembly in co-ordinating these five groups 
raises for organized osteopathy a serious question that 
remains an agonizing one: How can a small profession 
maintain an effective organizational unity not only in 
name but in reality? It has been said previously in 
these columns that osteopathy as a movement in medi- 
cine is indivisible. Professional fractionation is an 
inevitability in modern practice of the healing art; 
without it there can be no encompassing of the technics 
of modern medicine. Organizational fractionation is 
another matter. Organization that is not a totality is 
not organization within its purpose and function, for 
thereby it fails the purpose for which organization in 
the strict sense exists: to exercise influence and wield 
power to desired ends. 

This profession can meet the challenges imposed 
upon it today by society only if it keeps its goal clearly 
marked out. And that it cannot do unless its compo- 
nents move as one toward the goal. Osteopathy is mov- 
ing forward, more surely than at any time in its past, 
toward certain technologic, philosophic, and scientific 
goals. Its goal as a healing art agency seems less clear- 
ly demarcated. Only a strong, tightly knit, and effec- 
tive total organization of a unified profession can define 
that goal and keep it constantly before its members. 


A new section 


The more than 70 per cent of readers of THE 
JourNAL who have been found to glance regularly 
through it each month to determine what they shall read 
will notice a new section in this issue, headed “Activi- 
ties of the American Osteopathic Association.” Under 
that heading they will find a variety of subheadings 
planned to cover month-to-month organizational activi- 
ties of the Association. Selected because of current in- 
terest and meaning, the reporting will range from a 
periodic message of the President of the A.O.A. to 
projects and commissions of the Headquarters Staff 
(Central Office). Reports of the three departments of 
the Association—Professional Affairs, Public Affairs, 
and Public Relations—and their numerous bureaus and 
committees, published for many years in THE JouRNAL, 
will be grouped within the new section. Much of this 
latter material is important for archival purposes, con- 
stituting a published record of Association policy and 
practice. The formality of its presentation defeats 
readership except by persons whose responsibilities de- 
mand that they should be acquainted with the detailed 
activities reported. THE JoURNAL plans eventually for 
an epitomization of those portions of such reports that 
should be known by members generally—a kind of or- 
ganizational abstract set up for rapid reading and easy 
comprehension. 
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The only affiliated group that will be regularly re- 
ported in the new section will be the Osteopathic Foun- 
dation. O.F. items will include news of the Osteopathic 
Progress Fund as well as information dealing with the 
Foundation’s other agencies. Illustrations, charts, and 
diagrams will be used throughout the section wherever 
they lend interest to the reporting and make for easier 
reading. A new department in any periodical must 
grow naturally, and THE JourNAL’s editors do not ex- 
pect this new section to reflect adequately the activities 
of the American Osteopathic Association in less than a 
year of effort and experience. After several months of 
exposure to the section, it is hoped that its readers will 
offer criticisms and helpful suggestions. 

The “Activities” section of THE JouRNAL is ac- 
tually a new approach to, as well as a marked expansion 
of, material carried for several years in THE Forum 
under the heading, “A.O.A. Activities.” Elimination of 
this department as well as the editorial pages of THE 
Forum will free it to develop much more fully news of 
the Association’s affiliated groups. Governing bodies of 
affiliated groups are reminded that THE Forum is be- 
coming increasingly their publication, a periodical that 
will publish only authentic copy not only for the benefit 
of their members, but that the profession itself may 
become informed of the worth of particular groups to 
all osteopathic physicians. The question previously 
raised in these columns of whether THE JourNAL and 
Tue Forum be continued as separate magazines will 
finally be answered not so much by a directive of the 
A.O.A. based on its Editor’s study and advice, as by the 
use made of THE Forum by the affiliated bodies of the 
Association. If the various osteopathic societies that 
constitute organized osteopathy make full use of their 
official newsmagazine, the legislative and executive 
bodies of the Association (House of Delegates and 
the Board of Trustees) would not be likely to do other 
than promote THE Forum. 

It should again be emphasized that the official pub- 
lications of the American Osteopathic Association can 
justify themselves and their cost to the organized pro- 
fession by one test—the degree to which they advance 
the osteopathic movement in medicine. It is the opinion 
of the A.O.A. Editor and the belief of his associates 
that the expansion of THE JouRNAL and the tightened 
purpose of THE Forum and its expansion to that end 
will provide additional evidence of their worth to the 
profession. 


Selection of manuscripts 
for publication 


In submitting a manuscript to THE JOURNAL, one 
writer referred recently to the “lag between submission 
and notice of acceptance or rejection” of manuscripts 
and of “extensive delays to be anticipated.” The refer- 
ence is not denied nor will an attempt be made to refute 
it. Such a delay is a matter of regret to the editorial 
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staff who remain hopeful that it can be lessened, al- 
though its members are aware that the character of 
subject matter appearing in any medical journal is such 
that the “lag” cannot be lessened to the degree that 
would make many authors happy. The criticism is 
counterbalanced to a degree by an editorial that ap- 
peared in the October 1957 issue of the American 
Heart Journal, from which the above title has been bor- 
rowed for these comments. 

We wish that our readers could glance through an 
editorial on “Journal Policy and Practice,” published 
in the July 1954 Journat. In it were set forth fully 
the fundamental principles that guide the editors in 
determining what should and should not be published 
and that likewise constitute guiding principles for au- 
thors. No changes have been made nor will be made 
in that policy. What is written here in review of the 
editorial in the Heart Journal is said because it ampli- 
fies what has been previously stated in THE JouRNAL 
and because of its fresh approach. 

As that editorial emphasizes, “the selection of 
manuscripts for publication is always a serious matter.” 
It also calls attention to the number of factors that 
must be taken into consideration, although in the case 
of a specialty journal, the factors influencing choice of 
material are neither so numerous nor complex as in a 
periodical that attempts to cover the entire medical field, 
general and specialty. Tur JoURNAL is an example of 
the latter type, and its problems are made more complex 
by those of a particular profession. 

The problem of selection of articles for medical 
periodicals becomes more complicated because of a 
classification already set up in most readers’ minds: Is 
this article “clinical” or “scientific”? Such a distinction 
is fundamentally false and reflects the human tendency 
to systematize. Someone has said that “systems” do not 
exist in nature—they are man-made. THE JouRNAL 
would agree with its contemporary’s admitted over- 
simplification that “science is really a sincere search for 
the truth,” and acceptance of this concept would help 
editors and readers alike in their selection of wliat to 
publish on one hand and what to read on the other. 
The worth of an article can rarely be judged on “clin- 
ical” versus “scientific” values. The question for the 
reader is its influence on the advancement of his knowl- 
edge. And further: 


To draw the line between a clinician’ and a scientist is impos- 
sible. The clinician may light the spark that influences the sci- 
entist, and the latter may illuminate the pathway for the former 
to follow. It is at this point that the exception is often taken 
that manuscripts are too scientific and not sufficiently practical. 
This distinction is in itself invalidated if both types are de- 
signed to forward our advancement of knowledge and present 
evidence that this is the case. 


The fundamental principles of THE JourNAL’s 
policy regarding manuscript selection is resummarized 
to serve as an introduction to the point of view from 
which the editors of the Heart Journal work in decid- 
ing what to accept or reject. THE JOURNAL insists that 
all statements made in the so-called scientific type of 
article must be either one with generally available 
knowledge or verifiable in authentic reference sources ; 
observations and conclusions must be rated as personal 
experiences and so reported until they have been tested 
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by accepted methods of scientific investigation and 
proved true; and the language employed to record clin- 
ical observations must conform to dictionary definitions 
and to meaning implicit in current scientific literature. 
These elementary principles are common to all scientific 
reporting and are adhered to today without exception 
by editors of such publications. THE JouRNAL makes 
no apology for their re-emphasis here. New genera- 
tions need to be reminded that such principles are 
fundamental to both clinical and scientific reporting. 

Medical editors generally would agree with the 
Heart Journal in its points of view for selecting manu- 
scripts for publication, that authors should show “orig- 
inality,” and to that we would add, even if it is only in 
the presentation of material that is a review of litera- 
ture on a given subject. Most pertinent to wise selec- 
tion is the question of “whether [the article’s] method- 
ology is adequate or inadequate.” The way in which a 
subject is treated depends largely upon the nature of 
the material and the reader to be informed or influ- 
enced. The reviewer must also question “whether the 
interpretation is . . . grossly out of line with the facts 
presented.” 

A paper is often referred to several competent 
critics. A particular referee can be indirectly helpful to 
an author or directly helpful to the editor by pointing 
out inconsistencies of interpretation, or stating the in- 
terpretation that suggests itself to the referee reader. 
However, it remains the editor’s responsibility to accept 
the manuscript with only routine editing ; to work with 
the author on such revisions as are deemed necessary 
(after balancing the opinion of all referees), or to re- 
ject the paper. 

Reasons for rejection are always difficult to make 
acceptable to an author; pride of authorship is jealous 
pride, except to writers conditioned by experience to 
the fact that only rewriting is good writing. The rea- 
sons for rejection could lie in failure to conform to the 
elementary and fundamental principles previously out- 
lined, or, more often, they can be found in one or more 
of the five categories set up in the Heart Journal: 

(1) Not sufficient reader interest; other papers 
submitted are more pressing in this regard. 

(2) Not suitable for [the given] publication. 

(3) Methodology not acceptable. 

(4) Style too redundant and ill-organized. 

(5) Results inconsistent, inconclusive, or statisti- 
cally not valid. 

No JourNAL paper would be rejected with such 
brusque statements but the fundamental principles re- 
ferred to above and the points of view just outlined 
form the basis upon which THE JourNAL formulates 
its acceptance or rejection of manuscripts submitted 
for its consideration. 

Editors are appreciative of good copy. It is not 
readily come by. Perhaps the most glaring error in 
many manuscripts is the failure of authors to organize 
their material properly. Analytical organization and 
lucid presentation take time, effort, a considerable 
amount of experience, and the disciplining experience 
of much writing. The occasional author usually lacks 
all three. Readers of medical journals are rarely aware 
of the amount of work that goes into the production of 
papers other than those written by authors practiced in 
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the art—and they are few. To what end, therefore, are 
these editorial labors? The reader. He is an editor’s 
first responsibility, that his knowledge may be advanced. 
The manuscript, once processed and published, must 
serve such advancement or the article should have been 
rejected before it got into print. Nay more, a publica- 
tion that does not maintain that goal for its readers has 
no right to clutter up their reading tables. 


Intellectual enjoyment 


THOMAS J. MEYERS, D.O. 
Pasadena, California 


A short while ago the parent of a teen-ager in- 
quired of me, “What can I do now to be assured that 
my child will enjoy the intellectual side of life, at least 
to the degree I do?” To this, I replied that a person 
who was a mature example offered the greatest prom- 
ise, but there were certain objectives her child could 
aim for which would certainly attain this end. Morris 
Fishbein,’ in a delightful short article, sketches the rules 
he followed, which can serve equally well for anyone. 
He says: 


I learned early to study, but most important of all, I learned 
early to read... . I learned tolerance. . . .[I learned the] con- 
viction that the most important factor for success in medicine is 
early and intimate association with leaders who have achieved 
distinction in either medical practice, teaching, or administration. 
. . . Nothing rejuvenates a lagging mind like relaxation with 
culture. Here I define culture as including art, literature, music, 
eating, drinking, travel, reading and all the finest things of life. 


And so I quoted to the parent that her child must 
first learn to read. I added that he must enjoy doing so 
and be able to do so rapidly ; he must take pride in his 
work, so that intellection becomes a matter of pleasur- 
able production for which no effort is too much; he 
must revere those who know and see in them ideals for 
identification ; he must learn early the worth of self- 
discipline ; and he must love people, understand them, 
and empathize with them. 

It is quite rare to find a young person who aims at, 
much less attains, these goals. But those who do stand 
out in clear relief against the academic background. It 
is they who sincerely enjoy the things of the mind, and 
who very often produce the works by which other 
minds grow. Apparently, to see the value of intellectual 
achievement early, one must attain maturity early, or 
by fortunate circumstance identify with a personality 
who puts a positive value upon such achievements. 
Adolescence is such a dynamic, idealistic, explosive, re- 
bellious, and seriously energetic period of life that it is 
not surprising that frequently all the forces of society 
fail to harness it. 

Our profession has a real concern with the matter 
of early training and love of intellectual pursuits, for 


1. Fishbein, M.: What I have learned in life. Int. Rec. Med. 170: 
259-261, May 1957. 
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medicine is a learned profession. It should be virtually 
impossible for anyone to go through a medical school 
and not be able to read well. Yet it has often been done 
—individuals have become doctors without acquiring 
any real attraction to things of the mind. It is disturb- 
ing to discover how many physicians show no interest 
in the arts or in allied fields such as anthropology, psy- 
chology, mathematics, or even literature. 

Much of the joy of life comes from a satisfactory 
answer to three basic human needs. These are security, 
whether it be material or emotional, for certainly there 
is little happiness in the anxiety-ridden person; ro- 
mice, known especially as the flavor of human en- 
deavor, the excitement and feeling accompaniments of 
activity, and the adventure of living; and creative ex- 
pression, the need to imprint one’s personality in what- 
ever task one is engaged. This latter faculty constitutes 
pride in one’s performance. In line with this, Fishbein 
states further: 

I learned that a broad premedical education is a necessity 
for life if not for the study of medical science. In fact, I went 
to the university every summer to take courses in ethnology, 
anthropology, psychology, sociology, and literature and in these 
courses established habits of reading and study that cannot pos- 
sibly be overestimated as to their value for a full life.* 

In modern life much attention is given to security, 
too much perhaps, for the dollar sign appears every- 
where, and we are inclined to think of security in terms 
of dollars. Actually the greatest ingredient of security 
is interpersonal empathy. No amount of money can in 
itself dispel the terrible scourge of loneliness. Too 
often also money or material possessions are substituted 
for romance. More frequently, however, physical sex is 
put forth as the substance of this phase of life. Nothing 
could be more disillusioning. Intelligence put to work 
and allowed to help meet the three basic needs can give 
the keenest human pleasure. But intellection, like any 
function, must be exercised and used consistently. In 


Notes anya 


AMONG THE twenty-six per- 


To advise Ss who make up the re- 
cently constituted advisory 
in Health committee on the National 

Survey Health Survey is Dr. J. S. 


Denslow of the Kirksville 
College of Osteopathy and Surgery. In naming mem- 
bers of the committee, its chairman, Dr. Leroy E. Bur- 
ney, Surgeon General of the Public Health Service, 
stated that the committee would review plans and prog- 
ress of the Health Survey and assist in developing co- 
operation with interested private and public organiza- 
tions. Further details on the purpose of the committee 
and a list of its members will be found in the report 
of the A.O.A. Department of Public Relations, page 
290 of this issue of THE JOURNAL. 
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the practice of medicine, there is such an infinite ex- 
panse in which to give play to the forces of the mind 
that no doctor need ever lack in the fullness of his 
living. 

Advanced education is becoming a matter of privi- 
lege rather than a right, for the simple reason that 
there is not enough room in our colleges for all those 
who would like to enroll. Entrance standards are being 
raised, and matriculants are being screened more rig- 
orously than for many years. This demand from the 
top imposes on adolescence a chafing insistence that in- 
tellectual discipline and achievement be regarded as 
essentials if one is to be educationally advanced. Per- 
haps here will be the answer to a problem that is al- 
ready too extensive. 

The selection of students for freshman medical 
classes is a grave responsibility, for acceptance of the 
poor student not only admits him to opportunities for 
which he is ill-equipped, but it deprives a good student 
of the place he would otherwise have had. In a pro- 
fession as relatively small as ours, once a man has en- 
tered one of our colleges, he becomes one of us, and we 
must live with him from then on. The time to be selec- 
tive in our professional companionships is before the 
student sets foot in one of our classrooms. The selec- 
tion process should go beyond the matter of college 
grades or degrees, and even beyond evaluation with 
psychologic or vocational tests, to an inquiry into the 
matter of attainment of the points mentioned above. 
Some weight should be given to loyalty, objectivity, and 
ego strength. To be proud of one’s neighbor, of one’s 
confrere, or of one’s brother is an enriching experience 
in life. We have every right to expect performance 
which will make us feel that pride, but at the same time 
we cannot be surprised at mediocrity or negativity if 
we do not aid in the early stages of our brother’s prog- 


ress and development. 
234 E. Colorado St. 


COMMENTS 


The American Osteopathic Association was re- 
cently privileged to publish an article on the National 
Health Survey program, entitled “A Portrait of the 
Nation’s Health,” especially written for HeattH by 
Forrest E. Linder, Ph.D., director of the Survey. It 
is to be hoped that many osteopathic physicians have 
called their patients’ attention to this interesting and 
official piece of information. The public should be 
widely informed of the Survey so that the sampler 
may get the utmost cooperation from those whom he 
contacts. Copies of the July-August 1957 issue of 
HEALTH in which the article appeared are still avail- 
able from the Central Office. 

One year ago THE JOURNAL, commenting edi- 
torially on the Survey program, stated: 

“|. the National Health Survey has a significance far beyond 
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the facts and figures it will reveal ; it is evidence of social forces 
at work reaching into and reshaping the practice of medicine. 
The wise physician is he who himself is aware of the probable 


shape of things to come.” 7 
The appointment of a member of the osteopathic pro- 


fession to the advisory committee is a revelation of a 
social force not new, but one that has only begun to be 
recognized widely: the osteopathic movement in medi- 


cine. 


THE GENERAL physician is 

Personal reminded that he could ren- 

der a valuable service to 

health patients, especially younger 

record patients, by providing them 

with a copy of the “Per- 

sonal Health Record,” compiled by Carl A. Dragstedt, 

M.D., Ph.D., Northwestern University Medical School, 

and published by the Military Service Publishing Co., 

Telegraph Press Building, Harrisburg, Pennsylvania, 

1956. The price is $1.00. The book, 4 by 7 inches in 

size, is designed to last a lifetime. It can be easily kept 

in the family files or among its personal possessions and 
yet, upon occasion, be carried in purse or pocket. 

The book, kept up to date by physicians consulted 
or hospitals entered, encompasses items such as family 
history, diseases, operations, blood pressure readings, 
blood cell counts, and laboratory findings. It would be 
a reliable source of information on the patient’s sensi- 
tivities, vaccinations, and immunizations. Valuable to 
the patient, the log would also be valuable to an attend- 
ing physician in this period when geographical stability 
has been largely lost by the American people. Provid- 
ing such a health log and educating patients in its use 
would seem to be a part of the wider service of physi- 
cian to patients. Its still wider significance extends to 
the community whose welfare is involved by the illness 
of the individuals who make it up. Adequate health 
records possessed by patients and readily available to 
doctors are a part of the good medical care that is the 
responsibility of the physician to provide. 


A NEW Look at the physical 

Physical activities of the aging and 
the aged has been taken by 

Lawrence E. Morehouse, 
Ph.D., Professor of Physi- 
cal Education of the Uni- 
versity of California at Los Angeles and Research 
Consultant at the College of Osteopathic Physicians 
and Surgeons. According to the University Bulletin, 
published weekly for the staff of U. Of C., Dr. More- 
house emphasizes that the deterioration of strength and 
speed caused by age is of moment only in championship 
performances and should be ignored by the average 
person who makes sports a balanced part of his living. 
Individuals who have continued physical activities 
throughout their lives are at 70 or 80 years of age 
capable of performing physical feats as well as men 
decades younger. The Bulletin points out that Dr. 


activity 
and age 
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Morehouse does not believe in magic dietary formulas 
such as “eating homogenized artichoke hearts with 
yogurt or in hygienic rituals, like taking cold showers 
at four in the morning, but in everyday enjoyable ac- 
tivity.” (Italics supplied.) 

Any adult who wants to get in good enough condi- 
tion to enjoy some sport or other can do so at any age. 
Of course, he can’t start where he left off when a youth, 
he must build up gradually, but he’ll end up enriching his 
life through enjoyment of sports. 

Start out easy, play with people of your own 
achievement level, and within two or three years you can 
become an excellent performer. 


A volume on the physiology of exercise, the first 
of its kind based on scientific research, by Lawrence 
E. Morehouse will be announced soon by one of the 
best-known publishers of medical books. It will be of 
special interest to osteopathic physicians because it 
will be basic to an understanding of the philosophy 
of physical medicine and because the therapeutic value 
of physical activity remains an almost unknown factor 
in medical practice today. 


THE FooD AND Drug Ad- 

Hoxsey ministration warns that the 

6 Hoxsey “cancer remedies” 

have become an intrastate 

remedies problem since Harry M. 

Hoxsey has failed in his 

demands to have public warning notices removed from 

government buildings. Commissioner George P. Lar- 

rick of F.D.A. warns, however, that the agency’s suc- 

cess in Federal Court action in maintaining its injunc- 

tion against interstate trafficking of the Hoxsey Cancer 

Clinic of Dallas, Texas, and Portage, Pa., “will not 

end the menace of this treatment since the Federal 

government does not have the power to stop a clinic 

in any state from treating cancer patients within that 

state with the nostrums which comprise the Hoxsey 

treatment.” The American Osteopathic Association 

has unequivocally stated its position on the Hoxsey 
“cure” in its official publications. 


PHILIP J. RASCH, Ph.D., 

Pulmonary Research Associate in 

f , Physical Medicine and Re- 

: unction habilitation, and John W. 

in wrestlers A. Brant, Ph.D., Research 

Associate in the Department 

of Physiology, both of the College of Osteopathic Physi- 

cians and Surgeons, are authors of an article that ap- 

peared in the October issue of The Research Quarterly, 

a publication of the American Association for Health, 
Physical Education, and Recreation. 

The article, entitled “Measurements of Pulmonary 
Function in United States Olympic Free Style 
Wrestlers,” has been summarized as follows: 

Actual measurements of pulmonary function in mem- 
bers of the United States Olympic Free Style Wrestling 
Team were compared with the figures predicted for these 
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measurements by standard formulae. In general, the actual 
measurements tended to exceed the predicted figures, but 
the differences were not statistically significant. Further 
research is needed to determine whether timed vital ca- 
pacity is a valuable criterion in distinguishing athletes 
from non-athletes. 


A RECENT 4-week inspection 


Medicine © the Soviet system of 
. medical care, education, re- 
in the search, and public health 

U.S.S.R. was recently epitomized in 


the weekly Washington Re- 
port on the Medical Sciences, the well-known fast- 
reading, four-page bulletin on matters medical. A five- 
man team, headed by Dr. Thomas Parran, former 
Surgeon General, U.S. Public Health Service, brought 
back many interesting facts. Soviet physicians are pro- 
duced in 16 years against U.S. 21 years. They number 
320,000 for a ratio of one per 615 population. Nine 
general hospital beds are claimed available for every 
1,000 of the population; the immediate goal is 13 per 
1,000. Qualitatively, hospital and health service in 
U.S.S.R. is scarcely comparable with those offered in 
U.S.A., but the numbers of doctors, nurses, and hos- 
pital beds are high and rising. Government pressure 
for expansion of health manpower and facilities is very 
strong. Medicine is governmental and socialized within 
the real meaning of those terms. The only private 
practice is said to be that of homeopaths in resorts 
catering to higher income people—an interesting sur- 
vival inasmuch as homeopathy as a system of medicine 
is practically unknown now in the U.S.A. Among the 
places the Parran team visited in Moscow, Leningrad, 
and seven other cities, and a number of rural areas 
were five industrial plants, ten hospitals, five research 
institutes not unlike our Institutes of Health, seven 
medical schools, water works, milk plants, and dairies. 
A new book has just appeared from the Harvard 
University Press entitled “Doctor and Patient in Soviet 
Russia” and carrying a foreword by Dr. Paul Dudley 
White, one of another group of physicians who visited 
the Soviet state last summer. Its point of view and 
essential facts will be presented in a forthcoming issue 
of THe JOURNAL. 


THE NATIONAL Health 


The Council has established The 

Don t Alan Gregg Fund to honor 
an TEBE the late Alan Gregg, physi- 
Fund cian. Dr. Gregg’s concept 


of “great medicine” de- 
mands an integrated approach to medical research, 
education, and practice and calls for qualified health 
personnel capable of implementing its scope in every 
area. The Fund will enable N.H.C. to develop further 
its Health Careers Project which Dr. Gregg himself 
helped to spark. Our readers will recall that the osteo- 
pathic profession has a place in the Project’s basic 
publication, the ‘Health Careers Guidebook,” and that 
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Dr. Gregg saw the osteopathic movement in medicine 
as a recognized part of the total health service of the 
nation. The New York Times editorial appraisal of 
the life and work of this medical leader is definitive: 
“Tomorrow’s good doctors will still be learning from 
Alan Gregg.” Checks should be made payable to The 
Alan Gregg Fund, National Health Council, 1790 
Broadway, New York 19, New York. 


THE LATEST revised inter- 


Notes ational certificates of vac- 
° ° cination as approved by the 
in briefer World Health Organization 
form are now for sale by the 


Superintendent of Docu- 
ments, Government Printing Office, Washington 25, 
D.C., at $2.50 per 100. They can be used uniformly 
for all patients regardless of whether they contemplate 
travel abroad. . . . Two out of every hundred people 
over the age of 40 develop glaucoma, according to a 
recent release of the National Society for the Preven- 
tion of Blindness. One million are estimated to have 
the disease. The society believes that the general physi- 
cian and the public must be continually alerted to the 
seriousness of a condition which, unchecked, results in 
a progressive loss in vision and may result in eventual 
blindness. . . . The present rate of traffic accidents, if 
continued, will kill or injure 10 per cent of the popu- 
lation of the United States. About 42,000 will be killed 
and 400,000 seriously injured in 1957. Several groups 
and a variety of federal committees are studying high- 
way accidents from the point of view that their inci- 
dence is a form of “endemic disease.” ... The American 
College of Surgeons at its recent meeting in Atlantic 
City was warned by one speaker that “Public apprecia- 
tion of the impact of trauma upon the social and eco- 
nomic structure of society . .. will most certainly be 
reflected in public insistence upon the best possible care 
of the injured.” It was suggested that hospitals should 
establish trauma services with full support from all sur- 
gical departments. . .. There are 250,000 persons in the 
United States with active tuberculosis and 550,000 with 
inactive tuberculosis, but in a stage that requires con- 
tinuous supervision. These estimates are from a 
survey prepared jointly by the United States Public 
Health Service and the American Tuberculosis Asso- 
ciation. . . . The Report of the 1957 National Health 
Forum, “Steps for Today Toward Better Mental 
Health,” has been made available to each of the Coun- 
cil’s sixty-one member national organizations. A study 
of the text would enable many persons and agencies to 
identify better their opportunities for action in the 
mental health movement. Participation in the mental 
health movement is a responsibility of all physicians. 
THE JOURNAL will review the report in a forthcoming 
issue. . . . The Woman’s Medical College of Pennsyl- 
vania has started a $300,000, 3-year study of cancer of 
the cervix that will involve about 150,000 women em- 
ployed in industry. Purpose: to aid early diagnosis 
and to acquire data on the factors that cause and influ- 
ence the disease—among these, age, general sociologi- 
cal and economic status and geographical location. 
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SPECIAL 


BIBLIOTHERAPY* 


ANTHONY DINOLFO, D.O. 


Los Angeles, California 


2. IS WELL KNOWN that reading has educa- 
tional merits, but books also may have therapeutic 
value to the extent that they induce beneficial effects 
on the patient’s physical and mental health. To read 
profitably is to clarify one’s awareness of individual 
personality function and the social and cultural frame- 
work in which it occurs. However, as Johnson indi- 
cates,’ the maladjusted individual is restricted by hav- 
ing only a partial understanding of himself. This tends 
to create a barrier to more penetrating wisdom. John- 
son alludes to the “verbal cocoons” in which people 
tend to encase themselves. Much of this barrier is 
associated with unconsciously acquired attitudes and 
unproductive thinking patterns that result in confusion 
and relative inarticulateness in relation to problems. 
Before these personal quandaries can be resolved the 
vagueness and confusion must be replaced with under- 
standing. 

Reading pertinent literature is one way of attack- 
ing this barrier of ignorance of self and lack of ac- 
quaintance with one’s social and cultural milieu. In 
books and other sources one can find the record of 
human experience, thought, and action, and the time- 
tested ways of finding solutions for important life prob- 
lems. It has been stated? that a judicious use of read- 
ing may contribute to personal growth. Moreover, 
attaining insight through reading may facilitate the 
resolution of personal problems and contribute to the 
understanding of personality in general. 


Definitions 


The prescription of reading matter for its thera- 
peutic value has been variously defined. Kamman* de- 
scribed it as “psychological dietetics.” In an address 
before a medical group he once stated that “reading 
must be prescribed for patients just as their medicines, 
physio-therapy, occupational therapy and diet are pre- 
scribed.” 

*The material for this article was adapted from a paper on bibli- 


otherapy presented to a graduate seminar in clinical psychology at George 
Pepperdine College, Los Angeles, in the spring of 1957. 
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Bryan* furnishes the following definition: “The 
field of bibliotherapy might then be defined as the pre- 
scription of reading materials which will help to de- 
velop emotional maturity and nourish and _ sustain 
mental health.” Such a definition enlarges the field of 
bibliotherapy to include reading not only for its allevi- 
ative or curative power for persons already maladjusted 
but also to maintain an adequately functioning per- 
sonality. 

Another definition for bibliotherapy might be “the 
use of books, articles, pamphlets, and other reading 
matter on specific or general topics as an aid to adjust- 
ment in the counseling process.” Here the material is 
utilized in conjunction with self-adjustive therapy.’ 


Importance of books 
during counseling 


Most persons concerned with professional coun- 
seling agree that the reading of books and other matter 
of a psychologic nature does have an effect on the 
patient, although this reaction has not been adequately 
studied and proved.® Bryan* has stressed the impor- 
tance of accumulating a body of experimental data 
from which conclusions could be drawn. She urged 
scientifically trained workers to plan and carry out the 
basic research required for development and applica- 
tion of such conclusions. In a review of the literature 
on bibliotherapy through 1944,’ it was found that most 
of the work had been done principally by librarians. 
There had not been much evidence of real progress in 
the scientific study of this therapeutic procedure up to 
that date. By 1956 it was shown® that there is still 
considerable difference of opinion about the relative 
effectiveness of bibliotherapy. 

Nevertheless, many goals are sought in making an 
assignment in bibliotherapy. It has been stated* that 
the prescription of reading matter facilitates gaining 
information concerning psychologic and physiologic 
processes involved in human behavior. Taba’ de- 
scribes three general areas of improvement that can be 
fostered by reading. 

The first is growth in ideas and concepts. Litera- 
ture that will develop a larger vision of what people 
are all about and how they live and the fact that values 
are particular and not universal helps to develop recog- 
nition of and tolerance for cultural variations. 
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“The field of bibliotherapy 
might be defined as the 
prescription of reading materials 
which will help to develop 
emotional maturity and nourish 


and sustain mental health” 


The second is extension of sensibilities and feel- 
ings in human relations. Feelings play a major part in 
interpersonal experience. The ability to put oneself 
in the other person’s frame of reference is important 
if one is to understand and handle differences in how 
people feel and what they value. Books recreate the 
emotional impact of reality and can give vicarious ex- 
perience of life which might otherwise have been 
denied. 

The third is development of social skills needed 
for living and working in groups. One needs an in- 
creased range of skills to deal with interpersonal con- 
flicts in both individuals and groups. 

Taba® believes that with selected literature one can 
read of customs and behavioral patterns of other social 
strata and cultures and thus gain real understanding of 
the individual, his motivating forces, his characteristic 
behavior patterns, and how problems peculiar to his 
setting can be met. He may be able to transfer this 
psychologic awareness to his own personal life situation 
and to the nature of his interpersonal activities. In this 
manner, these three general goals of improved social 
functioning can be approached. The vehicle would be 
fiction and nonfiction of a semiscientific or nonscientific 
sort. 

On the other hand, Brower* is more concerned 
with the selection of reading materials that would en- 
hance the therapeutic situation. He is more inclined 
to consider the immediate treatment process as the 
more important issue. Reading should be used to facili- 
tate therapy. He suggests seven indications for assign- 
ing or suggesting specific readings in select psychologic 
works. 

1. To prepare an individual for psychodiagnostic 
testing or personal appraisal. 

2. In conjunction with vocational and educational 
counseling. 

3. As an adjunct for one-contact counseling as in 
the industrial situation. 

4. As part of premarital counseling or orientation 
for sexual adjustment. 

5. To speed up the therapeutic process, particu- 
larly with the intellectually superior. 

6. To offset the damaging effects of the patient’s 
having read unauthentic and traumatizing material. 
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7. In conjunction with other adjuvants such as 
the autobiography, the diary, and free-associative notes 
written between psychotherapeutic sessions. 

Brower advises that bibiliotherapy is effective to 
the extent to which there is residual flexibility in the 
personality structure. Also, it can affect the patient 
only to the extent to which unhealthy mechanisms are 
at least permeable by new ideas from without. 

Appel*® enumerated the advantages that he found 
operating in his own experience with assigned litera- 
ture; the greatest was the saving of time. He found 
in many instances that therapy progressed more rap- 
idly in readers than in those who did no reading. Read- 
ing assignments proved to be not only a source of 
knowledge and information but also a help in familiar- 
izing the patient with a more descriptive and accurate 
vocabulary. This is useful, since most people tend to 
use terms rather loosely in trying to define the highly 
abstract concepts of psychology. Reading helps the 
person to perceive more objectively. It can present 
concepts of mental mechanisms more clearly. It also 
helps the patient discover things for himself, that is, 
develop insight. Since psychologic principles have uni- 
versal application, such reading helps relieve the sense 
of uniqueness of so many maladjusted persons. 


Limitations of bibliotherapy 


Reading as an aspect of therapy should have a 
definite role in the over-all treatment program. One 
may assume that such reading may have a beneficial 
or harmful effect but not an indifferent one. Many 
therapists undoubtedly would agree that reading ma- 
terial may be so helpful to some patients with minor 
maladjustment that active professional help may be- 
come unnecessary. Other therapists might condemn 
such reading as harmful, particularly if it facilitates 
the patient’s rationalization of problems and thereby 
keeps him from treatment. They would be concerned 
lest neurotic defenses become strengthened rather than 
weakened and an already effective system of defense 
become more deeply entrenched. 

Corey," writing about the limitations of reading 
in promoting personal growth, states that the effective- 
ness of a page of print in changing behavior trends 
tends to be overestimated. Although a person may 
learn to manipulate words that symbolize desirable 
human relations, he can really learn to behave in a 
more effective manner only by having actual experience 
in interpersonal relations. He contends that if the 
patient practices reading about human behavior he 
merely learns how better to read and understand his 
behavior. This verbal practice, although valuable, 
misses the main objective, which is specific practice in 
the performance of this behavior. In order that words 
have adequate meaning, the patient must have a back- 
ground of experience with the persons, groups, opera- 
tions, practices, or institutions that the words represent. 

Concern has been expressed® regarding the dangers 
and weaknesses involved in the attempt to intellectualize 
emotional problems by reading about them. This school 
of thought holds that the reader simply may find a 
category in which to fit his symptoms with the illusion 
that such a diagnostic label provides an explanation for 
his condition. Also, the question is raised whether or 
not self-analysis can be helpful, considering that it may 
represent resistance to seeking active help. 

The time at which the patient begins to read and 
to introspect may be the opportune moment to begin 
psychotherapy. Further reading may serve to delay 
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the onset of treatment at the most effective time by 
reinforcing pathologic defense mechanisms through 
rationalization. It is doubtful whether reading can 
actually provide the basis for any new pattern of deal- 
ing with stress situations or for channeling anxiety. 

There could be dangers inherent in psychologic 
material that might not be anticipated by the lay reader. 
For instance, obsessive, paranoid individuals may react 
to the material in such a way that their defensive pro- 
jections may become more rigid and inaccessible to 
therapy. Or, in certain disturbed persons with ex- 
tremely weak ego defenses, reading could crumble what 
little defensive structure they possess and precipitate 
a potential suicidal or psychotic state or an acute panic 
reaction. 

Brower® lists seven conditions in which the use of 
bibliotherapy is contraindicated : 

In ambulatory psychotics 

. In severe character disorders 

. In addiction states 

. In severe and acute reactive states 

. Beyond the onset of the senium 

. In those with extensive free-floating hostility 

. In those with marked referential ideation or 
paranoid trends. 

He makes the plea that if there is validity in the 
argument that bibliotherapy reaches and possibly taps 
unconscious levels of the personality, then it requires 
more careful study and judgment before it is applied 
indiscriminately. 


Types of bibliotherapy 


Novels, short stories, and biographies may pro- 
vide information that would foster personal adjust- 
ment.? On a superficial level, books may provide a 
means for relieving tension associated with personal 
and social problems.’ Books with modern settings 
reflect the social usage of our times? and offer a release 
from the situation at hand. In fiction one may encoun- 
ter numerous incidents in which the main characters 
experience conflict, uncertainty, and anxiety concern- 
ing common problems. Directed reading of this type 
of literature enlarges the patient’s understanding of 
himself and his problems and helps him to acquire an 
appreciation for his own resources for meeting usual 
life stresses. 

“The Magnificent Obsession” by Douglas is one 
example. In it a rich and dissolute wastrel is trans- 
formed into a skillful surgeon, but at an appalling cost. 
The story probes below the surface of life. It searches 
out causes for social behavior. It reveals a new phi- 
losophy of life which may inspire the reader. 

In “The Robe,” the same author attempts to draw 
a picture in novel form of Jesus and His relation to 
the people with whom He walked and talked in an age 
very much like the present. Douglas invites the dis- 
ciples to come down from their cold and uncomfortable 
perches in the cathedral windows and move about as 
ordinary men, working, playing, laughing, weeping, 
hoping, and worrying, much like we do today. 

“The Snake Pit,” by Ward takes one into the dis- 
torted world of the psychotic. The reader lives through 
hallucinatory and delusional experiences of the heroine, 
working through confusion to eventual recovery. Life 
in a mental institution is presented through the eyes 
of the patient. The author's gradual enlightenment, re- 
covery, and return to the world permit the reader to 
identify with an experience that has an optimistic 
conclusion. 
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Such reading may provide pleasure, and, indirect- 
ly, it helps the patient gain knowledge about human 
behavior. The subtle process of identification that litera- 
ture affords will permit the individual sympathetically 
to enter the lives of others and vicariously gain expe- 
rience about life.1* By analysis of the motives, drives, 
fears, loves, and hates of fictional or biographical per- 
sonalities the patient gains more understanding of ‘his 
own emotions. Shrodes*® believes that by sharing an- 
other’s experience, one may relieve his own hostility 
and anxiety. If one understands why people are im- 
pelled to brutality or self-torture or antisocial behavior, 
it is less easy to revel in one’s own superiority and self- 
righteousness in condemning the victims of such im- 
pulses. 

In the more scientific field are popular or semi- 
professional texts on psychology and mental hygiene. 
Books, pamphlets, magazine articles, specific chapters, 
page references or paragraphs, and mimeographed ab- 
stracts of an informative nature are the basic source 
materials. The purpose here is to teach. The desired 
goal is education of the reader. 

The reading matter may be general and refer to 
a few plain essentials of living or to a philosophy of 
life propounded by some successful person. The com- 
plexity of the reading may progress from simply an 
inspirational book on principles of daily living to a 
more technical text on the psychology of human be- 
havior. The readings may be directed to such specific 
areas as problems of infancy and childhood, adolescent 
conflicts, marital maladjustments, sex education, accept- 
ance of physical disabilities, problems associated with 
middle age, and planning for retirement in older years. 


Principles of using bibliotherapy 


The counselor should have a good knowledge of 
the books he recommends.® It would be unwise to rec- 
ommend reading matter from the titles only, since they 
may not reflect the content of the book or article. Also, 
the material presented may not meet the patient’s needs. 
The presentation may be too simplified and therefore 
disappointing, or it may go beyond the psychologic 
sophistication of the patient and leave him only con- 


Another definition of 
bibliotherapy might be the use of 
books, articles, pamphlets and other 
reading matter on specific or general 
topics as an aid to adjustment 


in the counseling process 
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fused and discouraged. If he is unable to grasp the 
psychologic implications of the reference he may feel 
that he has failed to live up to the expectations of the 
therapist, something which would tend to negatively 
influence rapport. 

The more familiar the therapist is with the con- 
tents of his reference sources the more specifically he 


can pinpoint the reading the patient needs. The ther- . 


... attaining insight through 
reading may facilitate the resolution 


of personal problems 


apist must keep abreast of current psychologic litera- 
ture that reflects present-day concepts. Finally, he 
should be sufficiently familiar with his bibliotherapeutic 
reading list to refer easily to the appropriate source 
material while the need is pertinent. Otherwise, the 
patient may lose interest. 

Although at one time it was considered best to 
present the subject of reading in an unemotional way, 
taking no personal responsibility for the suggestion,® 
it is now considered more appropriate for the therapist 
to show a reasonable degree of enthusiasm and ap- 
proval for whatever literature he prescribes. The pa- 
tient will become interested only to the degree that the 
therapist is enthusiastic. Referring to a book with in- 
difference will be met with indifference or, at best, will 
make but a mild impression. 

The suggestion should be made when the patient 
expresses interest for additional reading, or when the 
circumstances are such that he is most receptive to the 
idea, and made in such a manner that he will have 
an opportunity to reject the assignment without feeling 
guilty for going counter to the therapist’s reeommenda- 
tion. The skillful counselor can introduce the subject 
without implying that the patient’s problem is so simple 
that reading a book, rather than the therapeutic process, 
will be the solution. He should suggest the material in 
a subtle, peripheral manner in keeping with the “self- 
adjustive” frame of reference.’ If the patient wishes 
to pursue the matter he can request more information. 
In all events, it will be the patient’s decision or interest 
that will encourage pursuit of the topic. 

One approach for presentation might be as fol- 
lows: The ideas you have been expressing are quite 
in keeping with current psychologic thinking. In fact, 
experiences such as you mention occur so commonly in 
your age bracket that Dr. Edmund Bergler has written 
a book about them. You might find “The Revolt of 
the Middle-Aged Man’”™ informative. Should you de- 
cide to read it, we might possibly discuss your impres- 
sions of the book together. 

In recommending literature to a patient, it is im- 
portant to indicate that the author’s views are not 
necessarily authoritative nor need they represent the 
thinking of the therapist. The patient would not feel, 
then, that he was having someone else’s formulations 
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forced upon him. He would have a more independent 
sense of discovery if he were able to apply any of the 
concepts to his own situation and thereby crystallize 
vague thoughts so that he could verbalize some atti- 
tudes he was previously unable to express. 

In subsequent discussions with the patient about 
his impressions, the therapist’s approach should be 
empathic, but he should not become emotionally in- 
volved to the point that his judgment is affected. He 
should not underestimate the importance of the pa- 
tient’s feelings. Oftentimes a patient’s verbal attack 
upon an author represents a reproach to the therapist 
for not recognizing his need for love and acceptance. 

Another use of reading matter is keeping available 
for the patient mimeographed copies of particular arti- 
cles or a few pertinent pages from a book. Such ma- 
terial might present a succinctly expressed explanation 
or an informative summary that could be taken home 
for perusal. A brochure outlining the nature of the 
psychologic study, what the examination will consist of, 
the roles the counselor and patient will play, and some 
expectations and misconceptions of therapy can help 
explain the process to the new patient. A mimeographed 
book list left in the waiting room for pickup may spark 
an interest in the patient who might otherwise assume 
that reading was not to be included as part of the 
therapeutic program. 

Reading can be promoted by making available to 
patients mimeographed copies of the table of contents 
of various books. Such a form can provide him with 
a preview of what to anticipate from the assignment. 
The same table of contents can be used as an outline 
for later discussion. 

Appropriate books may be left in the reception 
room. People tend to be in a receptive frame of mind 
when waiting for an appointment. Literature on mental 
hygiene may stimulate ideas that can be used for dis- 
cussion during the session. 

At a judicious time, a paragraph or two read from 
a text could stress a point or give support to some con- 
cept the patient has not been able to clarify adequately. 
Occasionally it might be well to lend a book to the 
patient. Underlining certain parts of a chapter will 
emphasize what he should especially note. 

Oftentimes, especially in the initial phases of 
therapy, before the relationship has become well estab- 
lished, some patients inundate the therapist with all 
sorts of questions and make insistent demands for in- 
formation and clarification. Frequently questioning of 
this sort is a resistance to becoming more ego-involved 
in therapy. The requests for explanation, for instance, 
may center on how therapy works, what relating past 
experiences has to do with the present crisis, and so on. 

In the initial sessions the assignment of a book like 
Knight’s “Story of My Psychoanalysis” helps the pa- 
tient to get the “feel” for free association and the 
general conduct of analysis. “Love or Perish” by Blan- 
ton and “The Art of Loving” by Fromm help to orient 
the patient’s thinking toward himself and his emo- 
tional processes rather than permitting him to think 
strictly of his symptoms. 

At this time, reference to a book on this topic 
can give the patient something to work on. A book like 
“Are You Considering Psychoanalysis?” by Horney 
or “How Psychiatry Helps” by Polatin and Philtine 
can be prescribed. After the patient finishes the book 
he can be asked what he gained from reading it or 
what he thought of the author’s views. Such an assign- 
ment can provide “grist for the mill,” that is, present 
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problems to discuss, meanwhile permitting time for 
gaining rapport. 

Books for adolescents should be written in their 
language. The material should relate to their problems 
and should be written in a manner they can grasp. 
Concepts for which they have no frame of reference 
can be more confusing than helpful. 

The smaller the dose of reading the more apt it is 
to be effective. Concise informative articles are more 
apt to be remembered than wordy expositions that 
present complex ideas. Psychologic concepts are usually 
so abstract that the average lay reader would have diff- 
culty perceiving how the implications applied to him. 
If the patient reads material of too general a nature he 
tends to have difficulty relating it to his specific conflicts. 


Basic bibliotherapy 


Most texts that provide a bibliotherapy list usually 
suggest a number of references under various topic 
headings. Usually, little effort is made to coordinate 
the literature in such a manner that the reader is ex- 
posed to progressively more complex material. How- 
ever, Appel?® has attempted to present such a series 
that carries the patient progressively from an elemen- 
tary orientation to mental functioning through modern 
concepts in dynamic psychology. 

The order of psychologic reading is started with 
Osler’s “A Way of Life.” This is a nontechnical book 
that introduces patients to essentials of mental hygiene. 
It also presents a wholesome way of life written by a 
successful person. Living is made easier with a few 
simple rules. Patients find relief in a book that appears 
brief, clear, and hopeful. 

Rigg’s book “Just Nerves” may be presented next. 
It is also brief. Its simple style makes the psychology 
of nervousness more easily understood. It contains a 
chapter on mental health which is clear and inspiring. 
It presents a common-sense approach that the patient 
appreciates. At the same time he may realize that some 
of the rules apply to him. 

“Discovering Ourselves” is introduced next. The 
simple, nontechnical language can be readily understood 
by anyone with 2 years of high school education. The 
chapters are relatively short and do not require pro- 
longed periods of concentration. It describes normal 
processes from the dynamic point of view using non- 
technical terms. Extremes of behavior are interpreted 
as intensifications and exaggerations of normal proc- 
esses rather than as morbid deviations. Appel has 
utilized this book to stimulate the patient to take the 
initiative in discovering his own problems. It helps the 
patient to become more aware of the importance of 
childhood experiences and parental relationships. 

Sayles’ book entitled “The Problem Child at 
Home” discusses mistaken ideas which influence the 
way children are reared. It affords a release for re- 
sentments and aggressions associated with the patient’s 
own earlier years. Further clarification of family rela- 
tionships and adolescence can be gained from reading 
Thom’s “Normal Youth and Its Everyday Problems,” 
Williams’ ‘“Adolescence—Studies in Mental Hygiene,” 
or Levy and Munroe’s “The Happy Family.” 

The next, more complex text on neurotic problems 
can be “The Neurotic Personality of Our Time” by 
Horney. The author describes neurotic behavior pat- 
terns along with the way cultural forces are imposed 
on the individual and how they influence his attitudes. 

A historical perspective is added by Robinson’s 
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“The Mind in the Making.” This book presents a re- 
view of our animal heritage and describes the various 
ways of thinking that get both individuals and civili- 
zations into trouble. Edman’s “Candle in the Dark” 
adds an optimistic note to this historical perspective. 

Appel advises that this reading should not be a 
cut-and-dried process, but should be woven into the 
dynamic pattern of the interview. 

The Macmillan Company has used the term 
“autoperceptive therapy” to describe a means of treat- 
ment through self-understanding. They have compiled 
a list of nine titles recommended for increasing self- 
knowledge, and have outlined in their pamphlet a pro- 
cedure for prescribing them. They advise a definite 
reading schedule which will not overtax the patient’s 
reading habits or his ability to concentrate. At first, 
only those chapters which are immediately pertinent to 
the problem should be read. Other chapters can be 
added as the patient is ready for them. Finally, the 
whole book should be read. 

The reading schedule is much like a homework 
assignment. Interviews concurrent with the reading 
can help determine the progress being made. However, 
the patient should not be permitted to rely on self- 
analysis only to resolve his stress. Reading should be 
employed only as part of a psychotherapeutic program ; 
otherwise it will tend to be of informative value only. 

The first book, “Live and Help Live” by Kraines 
and Thetford, is prescribed for general orientation. The 
contents cover such subjects as a philosophy of living, 
self-concept, nature of emotions, emotional maturity, 
reactions to stress, family relations, defense mecha- 
nisms, guilt, hostility, aggression, problems of children, 
and overprotection. 

The second book, “Understandable Psychiatry” by 
Leland Hinsie, may appeal to the more sophisticated 
patient of above average intelligence. It is also helpful 
to the professional worker as well as to the educated 
layman. It offers a good introduction to psychiatric 
problems and psychoanalytic interpretations. Dr. Hinsie 
presents not only case histories but clinical comments 
based on his professional experience. 

Next, “Managing Your Mind” by Kraines and 
Thetford helps to orient patients to the relationship 
between physical symptoms and their underlying psy- 
chologic origins. It explores personality functioning 
from the standpoint of influencing patterns of thought 
and action. It cannot replace adequate psychologic con- 


Reading is one way of attacking 
the barrier of ignorance of self and 


lack of acquaintance with one’s milieu 


sultation ; it merely provides psychiatric information. 
“Discovering Ourselves” by Strecker and Appel, 
mentioned in Appel’s reading list, can fit in at this 
point. It is helpful not only to the patient but also to 
his wife and family. This volume helps to orient the 
patient to psychology and mental hygiene. 
For the alcoholic patient and for those who have 
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to take care of him, “Alcohol, One Man’s Meat” by 
Strecker and Chambers is helpful. It helps to clarify 
the fact that alcoholism is not the core of the problem 
but merely the outward expression of an inner malad- 
justment. The authors illustrate the text with case 
histories from their experience. This book can help 
provide insight into some of the psychologic mecha- 
nisms of the problem drinker. 

Popenoe’s “Marriage Is What You Make It” can 
be helpful in dealing with marital discord. It discusses 
the everyday problems met by most persons. Chapter 
headings include such titles as individuality in mar- 
riage, jealousy, quarrels, in-law problems, sexual con- 
flicts. and finances. 

“Overweight Is Curable” by Dorfman and John- 
son provides an informative summary of obesity prob- 
lems. Causes and effects of excessive weight are 
reviewed, and a workable plan for reducing is sug- 
gested. 

“Woman’s Inside Story” by Castallo and Schulz is 
the eighth book in the Macmillan list. This informative 
book concerns the female reproductive system. The 
subject matter includes sexual and reproductive func- 
tions from early childhood to maturity. It discusses 
such topics as sexual development, marriage, tumors, 
the menopause, sterility, and infections. Women in 
every decade can profit from its easily comprehended 
style. 

” The final book in this particular series, “Step by 
Step in Sex Education” by Swift, is directed to parents 
who need advice on how to impart sex information to 
children. The perplexed parent not only can become 
more informed on step-by-step procedure, but he may 
benefit by clarifying his own misconceptions. This 
book is unique in its field in that all material is pre- 
sented in imaginary dialogues or discussions. 

Pamphlets and booklets are other forms of publi- 
cations that cover the field of psychology and mental 
hygiene. These have the advantage of presenting in- 
formation in concise form. They immediately strike 
at the core of the problem and yet require little time 
for reading. 

One such series is published by Science Re- 
search Associates, Inc., 57 West Grand Avenue, Chi- 
cago 10, Illinois. The S.R.A. series covers its field 
broadly. A complete list of titles can be obtained from 
the publisher, including the Junior Life Adjustment 
Booklets for boys and girls from 10 to 15 years of 
age. Some of the titles are: 


All About You 

Citizenship for Boys and Girls 
Getting Along with Parents 
Life with Brothers and Sisters 
How You Grow 


Another series of S.R.A. booklets is directed to- 
wards solving the problems of everyday living for 
young men and women. This includes such titles as: 


Becoming Men and Women 
Choosing Your Career 
Enjoying Leisure Time 
Exploring Your Personality 
Growing Up Socially 
Looking Ahead to Marriage 
Understanding Sex 


A third series of booklets is directed towards help- 
ing adults understand children better. A few of these 
titles are: 


Building Self Confidence in Children 


Emotional Problems of Growing Up 

A Guide to Better Discipline 

Helping Boys and Girls Understand Their Sex 
Roles 

Self Understanding—A First Step Towards Un- 
derstanding Children 


The Parent-Teacher Series is published by the 
Bureau of Publications, Teachers College, Columbia 
University, New York. The intent is to increase un- 
derstanding in both parents and teachers about each 
other’s problems and the great task of helping boys and 
= grow up successfully. Some of the booklets avail- 
able are: 


Understanding Young Children, by Baruch 

Reading Is Fun, by Gans 

Answering Children’s Questions, by C. W. Hun- 
nicutt 

Being a Good Parent, by L. J. Hymes, Jr. 


The National Association for Mental Health, Inc., 
1790 Broadway, New York 19, publishes a similar 
list of useful booklets. Some of these are titled: 


Some Special Problems of Children Aged 2 to 
5 Years 

Eating Problems of Children—A Guide for Par- 
ents 

Fundamental Needs of the Child 

You Don’t Have to Be Perfect—Even Though 
You Are a Parent 


The Child Study Association of America, 132 
East Seventy-Fourth Street, New York 21, publishes a 
number of booklets directed towards better child de- 
velopment. A complete list of titles can be obtained by 
writing to the publisher, who also has available a list 
of books suitable for preschool and school children. 

A list of books suitable for therapeutic reading 
follows. It is divided into sections relating to types © 
of needs. Such a list will require revising as new titles 
become available. The list was compiled from the 
bibliotherapy references of the Psychology-Speech 
Clinic at George Pepperdine College, Los Angeles, 
from the chapter on bibliotherapy in Wolberg’s text on 
therapeutic technics*® and from books by Katz and 
Lehner’? and Thorpe.*® 


Suggested reading 


Infancy and childhood.— 


Aldrich, C., and Aldrich, M. M.: Babies are human 
beings; an interpretation of growth. Macmillan 
Co., New York, 1938. 

Bacmeister, R.: Growing together. Appleton-Century- 
Crofts, New York, 1947. 

Baruch, D. W.: Parents can be people. Appleton-Cen- 
tury-Crofts, New York, 1944. 

Baruch, D. W.: New ways in discipline ; you and your 
child today. Whittlesey House, New York, 1949. 

Bauer, W. W.: Stop annoying your children. Bobbs- 
Merrill Co., Indianapolis, 1947. 

Benedict, A. E., and Franklin, A.: Your best friends 
are your children; a guide to enjoying parent- 
hood. Appleton-Century-Crofts, New York, 1951. 

Beverly, B. I.: In defense of children. John Day Co., 
New York, 1941. 

Deutsch, A.: Our rejected children. Little, Brown & 
Co., Boston, 1950. 

Dunbar, R.: Your child’s mind and body. McGraw- 
Hill Book Co., New York, 1949. 
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Frank, M., and Frank, L. K.: How to help your child 
in school. Viking Press, New York, 1950. 

Gesell, A., and Ilg, F. L.: Child development, an intro- 
duction to study of human growth: I. Infant and 
child in culture of today. Harper & Bros., New 
York, 1949. 

Gesell, A., et al.: Mother-craft. Graystone Press, 1952. 

Gilmer, B.: How to help your child develop success- 
fully. Prentice-Hall, New York, 1951. 

Gruenberg, S. M.: We, the parents; our relationship 
to our children and to the world today. Harper & 
Bros., New York, 1948. 

Jenkins, G. G., Schacter, H., and Bauer, W. W.: 
These are your children; a text and guide on child 
development. Scott, Foresman, Chicago, 1953. 

Kellogg, R.: Nursery school guide; theory and prac- 
tice for teachers and parents. Houghton-Mifflin, 
Boston, 1949. 

Langdon, G., and Stout, I. W.: The discipline of well- 
adjusted children. John Day Co., New York, 1952. 

Neisser, E. G.: Brothers and sisters. Harper & Bros., 
New York, 1951. 

Ribble, M. A.: Rights of infants; early psychological 
needs and their satisfactions. Columbia University 
Press, New York, 1945. 

Spock, B. McL.: Common sense book of baby and 
= care. Duel, Sloan & Pearce, New York, 
1946. 

Thorpe, L. P.: Child psychology and development. 
Ronald Press, New York, 1946. 

Whipple, D. V.: Our American babies ; the art of baby 
care. M. Barrows & Co., New York, 1944. 

Wolf, A. W. M.: Parent’s manual. Simon & Schuster, 
New York, 1941. 


Adolescence.— 

Bell, H.: Youth tell their story. American Council on 
Education, Washington, D. C., 1938. 

Bibby, C.: How life is handed on. Emerson Books, 
New York, 1947. 

Crawford, C. C., Colley, E. G., and Trillingham, C. C.: 
Living your life. D. C. Heath & Co., Boston, 1940, 

Crow, L. D., and Crow, A.: Our teen-age boys and 
girls. McGraw-Hill Book Co., New York, 1945. 

Duvall, E. M.: Facts of love and life for teenagers. 
Association Press, New York, 1956. 

Farnham, M. L.: The adolescent. Harper & Bros., 
New York, 1951. 

Fedder, R.: A girl grows up. McGraw-Hill Book Co., 
New York, 1948. 

Fisher, D. C.: Our young folks. Harcourt-Brace, New 
York, 1943. 

Landis, P. H.: Adolescence and youth; the process of 
oe McGraw-Hill Book Co., New York, 

Lawton, G.: How to be happy though young; real 
problems of real young people. Vanguard Press, 
New York, 1949. 

Lloyd-Jones, E., and Fedder, R.: Coming of age. Mc- 
Graw-Hill Book Co., New York, 1941. 

McKown, H. C.: A boy grows up. McGraw-Hill Book 
Co., New York, 1949. 

Taylor, K. W.: Understanding and guiding the adoles- 
cent. Grosset & Dunlap, 1948. 

Thorpe, L. P.: Personality and youth. Wm. C. Brown 
Co., Dubuque, Iowa, 1949, 

Zachry, C. B., and Lighty, M.: Emotion and conduct 
in adolescence. Appleton-Century-Crofts, New 
York, 1940. 
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Literature that will develop 
a larger vision of what people are 
all about and how they live and 
the fact that values are particular 
and not universal helps to develop 
recognition of and tolerance 


for cultural variations 


Family living and adjustment.— 

Benedict, A., and Franklin, A.: The happy home; a 
guide to family living. Appleton-Century-Crofts, 
New York, 1948. 

Duvall, E. M.: Family living. Macmillan Co., New 
York, 1950. 

Grossman, J. S.: Life with family; a perspective on 
parenthood. Appleton-Century-Crofts, New York, 
1948. 

Harwood, E. C., and Fowle, H.: How to make your 
budget balance. American Institute for Economic 
Research, Great Barrington, Mass., 1954. 

Levy, J., and Munroe, R.: Happy family. Alfred A. 
Knopf, New York, 1938. 

Winch, R. F.: Modern family. Henry Holt & Co., 
New York, 1952. 


Personality and mental hygiene.— 

Carroll, H. A.: Mental hygiene; dynamics of adjust- 
a Prentice-Hall, Englewood Cliffs, N. J., | 
1956. 

English, O. S., and Pearson, G. H. J.: Emotional prob- | 
lems of living; avoiding the neurotic pattern. W. 
W. Norton & Co., New York, 1945. 

Fink, D. H.: Release from nervous tension. Simon & 
Schuster, New York, 1953. 

Hogue, H. G.: Bringing up ourselves. Charles Scrib- 
ner’s Sons, New York, 1943. 

Horney, K.: Our inner conflicts ; a constructive theory 
4 penne W. W. Norton & Co., New York, 
1945. 

Horney, K.: Self analysis. W. W. Norton & Co., New 
York, 1942. 

Horney, K.: Are you considering psychoanalysis? W. 
W. Norton & Co., New York, 1946. 

Horney, K.: Neurotic personality of our time. W. W. 
Norton & Co., New York, 1937. 

Horney, K.: Neurosis and human growth; the struggle 
toward self-realization. W. W. Norton & Co., oes 
New York, 1950. 4a. 

Kraines, S. H., and Thetford, E. S.: Managing your ay 
mind. Macmillan Co., New York, 1943. cae 

Kraines, S. H., and Thetford, E. S.: Live and help 
live. Macmillan Co., New York, 1951. 

Liebman, J. L.: Peace of mind. Simon & Schuster, 
New York, 1946. 

Overstreet, H. A.: The mature mind. W. W. Norton 
& Co., New York, 1949, 


287 


l 
2 
: 


Polatin, P., and Philtine, E. C.: How psychiatry helps. 
Harper & Bros., New York, 1949. 

Preston, G. H.: Psychiatry for the curious. Farrar 
Rinehart & Co., New York, 1940. 

Rees, J. R.: Health of the mind. W. W. Norton & 
Co., New York, 1951. 

Saul, L. J.: Emotional maturity ; development and dy- 
namics of personality. J. B. Lippincott Co., Phila- 
delphia, 1947. i 

Strecker, E. A., and Appel, K. E.: Discovering our- 
selves; a view of the human mind and how it 
works. Macmillan Co., New York, 1946. 

Thorpe, L. P.: Personality and life; a practical guide 
to personality improvement. Longmans, Green & 
Co., New York, 1945. 

Travis, L. E., and Baruch, D. W.: Personal problems 
of everyday life; practical aspects and mental hy- 
giene. Appleton-Century-Crofts, New York, 1941. 

Vaughan, W. F.: Personal and social adjustment. 
Odyssey Press, 1952. 

Wallin, J. E.: Minor mental maladjustments in nor- 
mal people. Duke University Press, Durham, 
N. C., 1939. 


Marriage and sex.— 


Adams, C. R.: Preparing for marriage; a guide to 
marital and sexual adjustment. E. P. Dutton & 
Co., New York, 1951. 

Brown, F. R., and Kempton, R. T.: Sex questions and 
answers; a guide to happy marriage. Whittlesey 
House, New York, 1950. 

Butterfield, O. M.: Sex life in marriage. Emerson 
Books, New York, 1947. 

Butterfield, O. M.: Love problems of adolescence. 
— College, Columbia University, New York, 
1939. 

DeSchweinitz, K.: Growing up. Macmillan Co., New 
York, 1942. 

Duvall, E. M., and Hill, R.: When you marry. Asso- 
ciation Press, New York, 1935. 

Duvall, E. M.: Facts of love and life for teenagers. 
Association Press, New York, 1956. 

Eastman, N. J.: Expectant motherhood. Little, Brown 
& Co., Boston, 1957. 

Fishbein, M., ed.: Modern marriage and family living. 
Oxford University Press, New York, 1957. 
Lewin, D. A., and Gilmore, J.: Sex without fear. Lear 

Publishing Co., 1950. 

Lewin, D. A., and Gilmore, J.: Sex after forty. Grosset 
& Dunlap, 1952. 

Mooney, B. S.: How shall I tell my child? Garden 
City Publishing Co., 1944. 

Stokes, W. R.: Modern pattern for marriage; newer 
understanding of married love. Farrar Rinehart & 
Co., New York, 1948. 

Stone, A., and Stone, H.: Marriage manual. Simon & 
Schuster, New York, 1953. 

Strain, F. B.: New patterns in sex teaching. Appleton- 
Century-Crofts, New York, 1935. 

Velde, T. H. van de: Ideal marriage, its physiology 
and technique. Random House, New York, 1930. 

Whitman, H. J.: Let’s tell the truth about sex. Pelle- 
grini & Cudahy, 1948. 


General psychology and psychiatry.— 


Binger, C.: The doctor’s job. W. W. Norton & Co., 
New York, 1945. 

Deutsch, A.: Mentally ill in America; history of their 
care and treatment from colonial times. Columbia 
University Press, New York, 1949. 


Dunbar, H. F.: Mind and body; psychosomatic medi- 
cine. Random House, New York, 1955. 

Fromm, E.: Escape from freedom. Farrar Rinehart & 
Co., New York, 1941. 

Menninger, K. A.: Human mind. Alfred A. Knopf, 
New York, 1930. 

Menninger, W. C.: Psychiatry in a troubled world; 
yesterday’s war and today’s challenge. Macmillan 
Co., New York, 1948. 

Plant, J. S.: Personality and the cultural pattern. Ox- 
ford University Press, New York, 1937. 

Zilboorg, G.: Mind, medicine, and man. Harcourt, 
Brace & Co., New York, 1943. 


For persons with mentally ill relatives.— 


Stern, E. M., and Hamilton, S. W.: Mental illness: a 
guide for the family. Harper & Bros., New York, 
1957. 


Problems of older age.— 


Bergler, E.: Revolt of the middle-aged man. A. A. 
Wyn, New York, 1954. 

Crampton, C. W.: Live long and like it. Public Affairs 
Committee, New York, 1948. 

Donahue, W., and Tibbitts, C., eds.: Growing in the 
older years. University of Michigan Press, Ann 
Arbor, 1951. 

Lawton, G.: New goals for old age. Columbia Univer- 
sity Press, New York, 1943. 

Lawton, G.: Aging successfully. Columbia University 
Press, New York, 1946. 

Tibbitts, C.: Living through the older years. Univer- 


sity of Michigan Press, Ann Arbor, 1949. 
800 S. Berendo St. 


References 


1. Johnson, W.: People in quandaries; semantics of personal ad- 
justment. Harper & Bros., New York, 1946, pp. 3-10. 

2. Witty, P.: Personal and social development and well-being, in 
Promoting personal and social development through reading, edited by 
W. S. Gray. Univ. Chicago Press, Chicago, 1947. 

3. Kamman, R., cited by Bryan, A. I., op. cit., reference 4. 

4. Bryan, A. I.: Can there be a science of bibliotherapy? Library 
J. 64:773-776, Oct. 15, 1939. 

5. Shostrom, E. L., and Brammer, L. M.: Dynamics of the counsel- 
ing process. McGraw-Hill Book Co., New York, 1952, p. 125. 

6. Brower, D.: Bibliotherapy, in Brower, D., and Abt, L. E.: Prog- 
ress in clinical psychology. Grune & Stratton, New York, 1956, vol. 2, 
pp. 212-215. 

7. Schneck, J. M.: Bibliotherapy and hospital library activities for 
neuropsychiatric patients; a review of literature with comments on trends. 
Psychiatry 8:207-228, May 1945. 

8. Thorpe, L. P.: Psychology of abnormal behavior. Ronald Press 
Co., New York, 1948, p. 802. 

9. Taba, H.: Diagnosing human relations needs. 
Education, Washington, D.C., 1951. 

10. Appel, K. E.: Psychiatric therapy, in Hunt, J. McV.: Person- 
ality and behavior disorders. Ronald Press Co., New York, 1944, vol. 2, 
pp. 1130-1133. 

11. Corey, S. M.: Instructional material other than reading to be 
used in promoting personal and social adjustment, op. cit., ref. 2. 

12. Fancher, G. E.: Guidance through books. Thirty-third Yearbook 
Number, National Elementary Principal 34:205-208, Sept. 1954. 

13. Shrodes, C., ed.: Psychology through literature. Oxford Press, 
New York, 1943, pp. 9-11. . 

14. Bergler, E.: Revolt of the middle-aged man. A. A. Wyn, New 
York, 1954. 

15. Autoperceptive therapy brochure. Macmillan Co., New York. 

16. Wolberg, L. R.: Technique of psychotherapy. Grune & Stratton, 
New York, 1954, pp. 578-582. 

17. Katz, B., and Lehner, G. H. J.: 
ing. Ronald Press Co., New York, 1953. 

18. Thorpe, L. P.: Understanding people in distress. Ronald Press 
Co., New York, 1955, pp. 343-351. 


Am. Council on 


Mental hygiene in modern liv- 


Additional references 


Mayor’s committee for the selection of suitable books for children 
in the courts: an invitation to read. Municipal Reference Library, New 
York, 1941. 

Parker, W. R.: 
1951, pp. 281-293. 


Pathology of speech. Prentice-Hall, New York, 


Journat A.O.A. 


MESSAGE FROM THE PRESIDENT 
OF THE A.O.A. 


>» This page represents the continuance of “The Pres- 
ident’s Angle,” presented for the past 5 years in THE 
Forum. It seemed wise to transfer the President’s im- 
pressions to this new section of THE JouRNAL, planned 
to cover all the activities of the American Osteopathic 
Association. 

I appreciate the many inquiries that have been 
made about my apparent failure to comment on my ex- 
periences thus far, and I promise to have some regular 
news from now on. In my own mind I do not think 
of these comments as a “message” but as a chance to 
visit with hundreds of doctors to or with whom I shall 
never have a chance to talk. It is a privilege for a little 
time to speak for osteopathy and the profession that 
represents it, especially since I am a country practi- 
tioner in a state where our patients and friends are 
still battling for their right to have the full benefit of 
our profession’s training and skill. That fact helps me 
to understand more clearly the problem of practice 
rights in the few states where the statutes have yet to 
be brought up to date. I know what it takes in time 
and effort to get the osteopathic story told. 

The A.O.A. President does a great deal of travel- 
ing during his year in office. As I see it, he can justify 
this on a single count: Attempting to find out what 
are our profession’s fundamental problems, apart and 
separate from the particular problems of individuals, 
special groups, and different communities. There is 
usually a way out for personal and local problems. 
But it is our fundamental problems that need to be 
found out and restated in fresh terms applicable this 
day and month and year. As individuals we must think 
about these basic questions, talk over our different 
points of view, and, out of the arguments that naturally 
result, come up with clearer understanding so that we 
can get on with their solution. 

If I can spend a day with divisional society leaders, 
visit with members attending their state meeting, 
listen to parts of a program, and hear reports that are 
both good and bad, I find I know something about our 
profession that I can learn in no other way. That 
objective knowledge can serve not only the group that 
it concerns, but a basis for counseling much more gen- 
erally. After all, really fundamental problems in any 
one situation follow much the same pattern in others. 

By personal observation an A.O.A. President can 
arrive at a common denominator, to be used during his 


Vor. 57, Dec. 1957 


years of postpresidential activity as a continuing mem- 
ber of the A.O.A. Board of Trustees. His background 
of experience puts him in a better position to advise 
the Board’s many bureaus and committees. First-hand 
information is worth reams of correspondence and re- 
ports. What I shall say to you from month to month 
in this column will grow out of my observations in a 
field that covers a good part of the United States. 

My first monthly message to you was in the form 
of a guest editorial in the November JourNaL under 
the heading, “Together for Health.” If you have not 
already read it, I hope you will. I set down there my 
impressions of my first quarter, and I laid special em- 
phasis on the fact that the profession showed evidence 
of wanting to work with all groups responsible for 
human needs and interested in meeting them. My addi- 
tional weeks of observation prompt me to add this 
comment: Most of those who would pass this profes- 
sion by as being of little account or not belonging to the 
main stream, do so not from any malicious intent but 
because they simply know nothing of the osteopathic 
profession as one of the two healing art agencies pre- 
pared in this day of doctor shortage to render a com- 
plete health service to the people of America. We have 
failed to tell them. 

Those who see osteopathy as having had its heyday 
should have been with me in Michigan in early October. 
That state convention showed the osteopathic profes- 
sion there to be at a high peak of activity. General prac- 
titioners attended by hundreds, specialists by scores, 
hospital administrators in numbers proportionate to the 
many osteopathic institutions in the state, and enough 
technical exhibitors to make a medical supply fair. 
Michigan has many large population centers, industry 
is booming, and there are few of these centers where 
this profession does not render a proportionate part of 
the health services needed. The profession in Michigan 
is aware of its responsibilities, and it knows how to 
meet them. It is a group that is sure of itself and has 
earned the right to be so. Michigan, for one, is an 
answer to any question that concerns our profession’s 
vitality. 

Missouri has always been a representative osteo- 
pathic state and continues to be so. The pace is differ- 
ent from that in Michigan, for Missouri is much more 
rural and medicine much more largely rural medicine. 
It is estimated that 50 per cent of the nonurban health 
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care is furnished by D.O.’s. Osteopathy is well under- 
stood in Missouri; public officials are proud of the 
state’s place in osteopathic history ; and the healing art 
groups understand that their first obligation is to the 
citizens of the state which gives the two groups the 
right to practice. The annual meeting early this fall 
made me feel that Missouri is as secure and confident 
in its professional success as is Michigan, and that the 
two states represent the ability of our physicians to 
meet a wide variety of problems successfully. 

New York state meetings are always interesting 
to visit, and the mid-October meeting was typical. But 
there is a fundamental problem in this state, and it is 
not one of practice rights, for the law is entirely satis- 
factory ; it is that New York state has never furnished 
enough students to assure its rightful growth osteopath- 
ically. And in proportion to the number of our doctors 
in the state, convention attendance was not satisfactory. 
In osteopathic history, probably no state has produced 
more able and outstanding individual doctors than has 
New York. Does that fact in itself suggest that osteop- 
athy in the state has been represented ably and well by 
individual doctors but not by these men as a single 
body with a single purpose? Within the environs of 
New York City there is a long history of cooperative 
effort of high degree that history seems never to have 
spread. A way must be found to make this great state 
itself a point of growth for our profession. 


I attended the Arkansas meeting in Little Rock. 
Our group there is working with lay friends to bring 
the state law up to date. Arkansas has a rural health 
problem largely unmet, and the state needs every avail- 
able osteopathic physician it can get, freed from re- 
strictions that limit them. The divisional society is 
lending every effort to advance the program. 

Oklahoma calls itself the “Sooner State,” and the 


§ DEPARTMENT OF 


J. S. Denslow on 
National Health Survey Committee 


> Representatives of health professions, insurance organiza- 
tions, safety interests, labor, industry, and other users of health 
statistics have been named to an advisory committee on the 
U. S. National Health Survey, the Surgeon General of the 
Public Health Service, Dr. Leroy E. Burney, has announced. 
The new committee will review plans and progress of the 
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name applies well to osteopathy in the state. I met 
with the divisional society in early November. The 
fact that the profession has succeeded in attracting 
many young men becomes quickly apparent to conven- 
tion visitors. Osteopathy in Oklahoma is on the march. 
But the state presents a fundamental problem to our 
profession nation-wide. Oklahoma is taking a good 
share of our doctors but not putting back its share of 
students. 

When we criticize the group for this fact we must 
admit that Oklahoma doctors are beginning a strong 
vocational guidance program at high school and college 
levels. If they show the same strength in student re- 
cruitment as in other matters they will be more than 
successful. Everywhere the need is for more physi- 
cians, and it has become our profession’s duty to help 
by furnishing osteopathic students. 

This year’s Pennsylvania state meeting in Atlantic 
City did not represent the strengths that the state pos- 
sesses osteopathically. It has an excellent law, a number 
of good hospitals, and an osteopathic college, and yet 
its annual convention was poorly attended. There must 
be a reason for this. Since there are no fundamental 
osteopathic problems in the state, one cannot but won- 
der what is the reason for this lack of representation. 
There is no divisional society which dares rest on its 
oars so long as we as a whole have so many problems 
to which all of us must give our time and attention. 
Are our doctors too busy in Pennsylvania? 

Next month I plan to speak of visits with specialty 
colleges, my first visit as President to one of our col- 
leges, and my impressions of the Clinical Assembly. 
As I come to the end of my first 4 months, I find noth- 
ing to be discouraged about with this profession of 
ours. When I point to our problems as they show up 
the various states I am being only realistic, not pessi- 
mistic. We are now at the stage where we can face 
our difficulties, admit our failures, and still move for- 
ward at a rate that no one even conceived as a possi- 
bility when I began as a young doctor only 15 years 


ago. 


PUBLIC RELATIONS 


C. D. SWOPE, D.O., Chairman 


Health Survey and assist in formulating principles and methods 
of cooperation with interested private and public organizations. 

“We conceive the Health Survey as a service to.a widely 
diversified range of groups and individuals,” Dr. Burney said, 
“and we want the data it produces to have the greatest possible 
usefulness to these many ‘consumers.’ This advisory Commit- 
tee is a means to that end.” 

Dr. Burney is chairman of the new Committee and George 
St.J. Perrott, Chief of the Division of Public Health Methods, 
is executive secretary. Those who have accepted membership 
on the Committee are: 
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Dr. Karl Bambach, Executive Vice President, American 
Drug Manufacturers Association, Washington, DC. 

Dr. Leona Baumgartner, Commissioner of Health, City of 
New York. 

Miss Pearl Bierman, Medical Care Consultant, American 
Public Welfare Association, Chicago. 

Dr. Paul E. Boyle, Dean, School of Dentistry, Western 
Reserve University, Cleveland, Ohio. 

Mr. James Brindle, Director, Social Security Department, 
United Auto Workers, Detroit. 

Mr. Arthur M. Browning, Vice President, New York Life 
Insurance Company, New York. 

Dr. W. D. Bryant, Executive Director, Community Studies, 
Inc., Kansas City, Missouri. 

Dr. Bernard Bucove, State Director of Health, Olympia, 
Washington. 

Dr. Robin C. Buerki, Executive Director, Henry Ford 
Hospital, Detroit. 

Dr. George Bugbee, President, Health Information Foun- 
dation, New York. 

Dr. Antonio Ciocco, Head, Department of Biostatistics, 
Graduate School of Public Health, University of Pittsburgh. 

Mr. James F. Coleman, President, United Medical Service, 
Inc., New York. 

Dr. J. S. Denslow, Professor and Director of Research 
Affairs, Kirksville College of Osteopathy and Surgery, Kirks- 
ville, Missouri. 

Dr. Robert P. Fischelis, Secretary, American Pharmaceuti- 
cal Association, Washington, D. C. 

Dr. Norvin C. Kiefer, Chief Medical Director, The Equit- 
able Life Assurance Society of the United States, New York. 


DEPARTMENT 


Bureau of Public Education 
on Health 


ROSWELL P. BATES, D.O., Chairman 


Suggested state legislation 
program for 1958 


> Each year the Committee of State Officials on Suggested 
State Legislation of the Council of State Governments dis- 
tributes a publication entitled “Suggested State Legislation,” 
which presents drafts of bills, legislative proposals, and mat- 
ters of interest relating to a wide variety of subjects for the con- 
sideration of the various state governments. The publication not 
only includes new proposals but also continues to incorporate 
proposals made in previous years if experience has indicated 
that they merit continued legislative consideration. The cost 
of the publication is $1.50, and it is available from the Council 
of State Governments, 1313 East 60th Street, Chicago 37, IIli- 
nois. 

The subject of health affairs is not as prominent an 
item in the legislative proposals of this year’s publication as it 
has been in years gone by. The proposals which are accom- 
panied by actual drafts of legislation for the first time relate 
to regulation of billboards, arrests without a warrant, speedy 
trial, sewage disposal from boats, and state and local govern- 
ment participation in federal lease-purchase programs. Only 
two of the programs could be said to actually relate to matters 
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Dr. Allister M. Macmillan, Department of Sociology and 
Anthropology, Cornell University, Ithaca, New York. 

Dr. Ross A. McFarland, Department of Industrial Hygiene, 
School of Public Health, Harvard University, Boston. 

Dr. H. B. Mulholland, Department of Internal Medicine, 
School of Medicine, University of Virginia, Charlottesville. 

Dr. Peter M. Murray, Board of Trustees, State University 
of New York, Albany. 

Miss Marian G. Randall, R.N., Executive Director, Visit- 
ing Nurse Service of New York. 

Dr. Vergil D. Reed, Vice President, J. Walter Thompson 
Company, New York. 

Dr. James H. Sterner, Medical Director, Eastman Kodak 
Company, Rochester, New York. 

Mr. James E. Stuart, Executive Director, Hospital Care 
Corporation, Cincinnati, Ohio. 

Dr. Ray E. Trussell, Executive Officer, School of Public 
Health and Administrative Medicine, Columbia University, New 
York. 


The U. S. National Health Survey is a continuing pro- 
gram under which the Public Health Service makes surveys 
and studies to determine the extent of illness and disability and 
gather related information. Household interviews of a sample 
of the population are now being conducted nationwide. Sev- 
eral studies are under way, designed to improve technics for 
the collection of data in the health statistics field. At a later 
date the Survey will undertake medical examinations of a 
sample of the population. 

The new Committee held its first meeting on November 
22 in Washington. 


OF PUBLIC AFFAIRS 


ROY J. HARVEY, D.O., Chairman 


of vital interest to physicians and surgeons. Some of them 
have related interest such as matters pertaining to the state 
administration of water resources, air polluion control, vending 
of foods and beverages, and the interstate compact on juveniles. 
The two directly related to the problems of concern to physi- 
cians are the two continuing programs relating to the Interstate 
Compact on Mental Health and the Uniform Chemical Test for 
Intoxication Act. 

The Interstate Compact on Mental Health was first pro- 
posed in 1955, and as of this year has been approved by the 
states of Connecticut, Maine, Massachusetts, Minnesota, New 
Hampshire, New Jersey, New York, Oregon, Rhode Island, 
and West Virginia. The purpose of the Interstate Compact is 
to assure that any party state will give care and treatment to 
any person found in the state who is in need of institutionaliza- 
tion by reason of mental illness or mental deficiency. It permits 
the transfer of patients between the compacting states when 
clinical determinations indicate that transfers are in the best 
interest of the patient, and it provides cooperative machinery 
for aftercare and supervision of patients on convalescent status 
or conditional release. This compact also authorizes supplemen- 
tary agreements between party states for the establishment of 
facilities for use on a joint or cooperative basis when any two 
or more states wish to so operate institutions. This bill will 
be introduced in many states this year, and its provisions are 
such as to merit the support of the osteopathic organizations in 
those states where it has not yet been enacted into law. Inter- 
state problems in the mental health field are a serious matter 
of concern and most difficult to handle without some basis for 
cooperative action between the states. 

The Uniform Chemical Test for Intoxication Act is a 
model bill proposing to enact into law statutory standards set- 
ting forth the concentrations of alcohol in the blood constituting 
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ACTIVITIES 


evidence of being under the influence of intoxicating liquor 
and thus making the chemical test proof of the matters in- 
volved without the need of relying upon further expert testi- 
mony to establish the validity of the test. The statute involved 
would then enumerate the percentages of alcohol in the blood 
that will serve as prima facie evidence of intoxication or will 
create the presumption of intoxication. When a driver refuses 
to submit to a chemical test, the bill authorizes the revocation 
of his license to drive and thus the act contains a strong com- 
pulsion for drivers to take the test. The act provides that 
only a physician or a qualified technician, chemist, registered 
nurse, or other qualified persons acting at the request of a 
law enforcement officer may withdraw blood for the purpose 
of determining the alcohol content therein. The statute pro- 
vides that if a person who has been arrested and from whom 
blood has been withdrawn is shown by the test to have 0.05 
per cent or less by weight of alcohol in his blood, it is prima 
facie evidence that the person is not intoxicated. If the chemi- 
cal test shows that there was more than 0.05 per cent and less 
than 0.15 per cent by weight of alcohol in the person’s blood, 
then the test is relevant evidence, but it is not to be given prima 
facie effect in indicating whether the person was under the 
influence of intoxicating liquor. A test, however, which shows 
that there was at least 0.15 per cent or more by weight of alco- 
hol in a driver’s blood shall be admitted as prima facie evidence 
that the person was under the influence of intoxicating liquor. 
The establishment of this act would thus make unnecessary 
resort to the use of expert testimony in cases involving ques- 
tions of intoxication and would by law recognize the scientific 
validity of these tests. Such tests are generally accepted pro- 
cedures today and have reached the point of development that 
statutory acceptance of the test should make unnecessary de- 
tailed evidentiary proofs now required in the use of such tests 
in most states. For physicians closely affiliated with medico- 
legal activities and in police work, this bill is one example of 
an increasing recognition of the contribution that such doctors 
and related technical personnel are making in developing scien- 
tific examinations and procedures which through the establish- 
ment of their validity over a long period can now be given 
statutory recognition and acceptance. 

It perhaps should be noted that the Suggested State Legis- 
lation Program for 1958 indicates an acceptance by the Com- 
mittee of State Officials on Suggested State Legislation of 
using terminology in the field of medicine of a nondiscrimina- 
tory character. For example, in the various bills one sees such 
terms as “physician” and “clinical determinations,” terms which 
permit all qualified medical personnel to participate under the 
programs. It is believed that to some extent the adoption of the 
uniform terminology has been influenced by the activity of the 
divisional societies of the American Osteopathic Association in 
supporting the enactment of such worth-while legislation in the 
health fields as the Council on State Governments has proposed 
in earlier years. In those years the profession oftentimes had 
to propose amendments so as to clarify terminology of a medi- 
cal character. It is encouraging that the new publication for 
1958 does not indicate need for any such amendments. 


Medico-legal decisions 


Hospital Nurses—A woman while giving birth to a child 
in the delivery room of a hospital suffered broken ribs due to 
pressure exerted on her left side by a nurse at the direction of 
the doctor. The nurse was employed by the hospital. The 
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doctor had been selected by the pregnant woman and was not 
an employee of the hospital. The woman sued the hospital for 
negligence. It was held that the hospital was not liable. During 
the delivery, the nurse was a special agent of the doctor, who 
had the authority to direct and control her services. While the 
assisting physician and nurses may be employed by the hospital 
or engaged by the patient, they normally become the temporary 
servants or agents of the surgeon in charge while the operation 
is in prograss. Minogue v. Rutland. Hospital (Supreme Court 
of Vermont), 125 A. 2d 796 (1956). 


Revocation of License —The Texas State Board of Medical 
Examiners cancelled the license to practice medicine of a physi- 
cian because he was employed on salary by a clinic owned by a 
lay person. The doctor received only a salary and no fees paid 
to the clinic. It was held that the cancellation was proper. 
Such conduct on the part of the doctor was permitting another 
person to use his license. Neither a corporation nor a lay per- 
son not licensed can practice medicine nor indirectly practice 
medicine by hiring a licensed physician to practice for the 
benefit or profit of the hirer. The relationship of doctor and 
patient, well recognized by law, would be destroyed by such an 
arrangement. Rockett v. Texas State Board of Medical Ex- 
aminers (Court of Civil Appeals of Texas), 287 S.W. 2d 190 
(1956). 


Dead Body—Autopsy—The widow of a man killed in a 
traffic accident by a motor bus operated by the City of Detroit 
sued to recover damages on the ground that an autopsy alleged- 
ly mutilating her husband’s body was done by the medical ex- 
aminer of Wayne County without her consent and without law- 
ful authority. The widow died prior to the trial. It was held 
that there is no property right in a dead body. The unlawful 
and intentional mutilation of a dead body gives rise to a cause 
of action on behalf of the person or persons entitled to the 
possession, control, and burial of such body. The recovery in 
such cases is not for the damage to the corpse as property, but 
damage to the next of kin by infringement of his right to have 
the body delivered to him for burial without mutilation. In 
this case the cause of action was a personal one and did not 
survive the widow’s death. It was not of such character as to 
be covered by the statutes relating to the survival of rights of 
action. Deeg v. City of Detroit (Supreme Court of Michigan), 
76 N.W. 2d 16 (1956). 


Psychiatric Opinion—In a criminal proceeding involving 
a sex charge, a defendant sought to introduce into evidence a 
psychiatrist’s testimony covering an examinaticn of the de- 
fendant while he was under the influence of Pentothal sodium, 
known as “truth serum.” The purpose of the evidence was to 
establish that the defendant was not abnormal. The evidence 
was not admitted. In a criminal trial, a psychiatrist is consid- 
ered not competent to tell the jury whether the defendant is a 
sexual pervert, whether he committed the crime, or whether he 
is capable of committing it. The court expressed disapproval of 
the use of expert testimony based upon psychiatric examinations 
to thus establish the defendant’s character. The Journal of 
Criminal Law, Criminology and Police Science, Vol. 48, No. 1, 
p. 121. 


Doctor-Lawyer Relations—The Wisconsin State Medical 
Society and the Wisconsin State Bar Association have developed 
an Intraprofessional Code for lawyers and doctors to guide 
them in their relationship to patients and clients and to the 
public. Subjects include “(1) the attending physician and his 
patient; (2) the attorney and his client; (3) conferences ; 
(4) reports to attorneys; (5) the physician and court arrange- 
ments; (6) the attending physician on the witness stand; 
(7) the attending physician and his charges for services in 
connection with litigation; (8) the attorney and his direct pay- 
ment of medical fees; (9) cooperation by attorney to assure 
the payment of physician; (10) expert testimony; (11) sub- 
poenaed expert; (12) statements by physicians to both sides; 
(13) ethical limits of medical testimony; (14) efforts by 
attorneys to influence medical testimony; (15) problem of 
conflicting medical evidence; (16) choice of language of 
medical witness; (17) proper use of professional associations; 
(18) interprofessional tolerance.” Journal of the American 
Judicature Society, Vol. 41, No. 3, p. 84. 
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THE A.O.A. CODE OF ETHICS 


Chapter I—The 
physician-patient relationship* 


Chapter I of the Code emphasizes the physician-patient re- 
lationship. This relationship is the basis upon which the medical 
profession rests. To damage, disregard, or dilute this intimate 
personal relationship is to withdraw from a profession and to 
treat the services dispersed by a doctor as a mere occupation. 

The ability of medicine and law to remain over the years 
the two great professions has depended to a great extent upon 
the ability of the members of the professions to inculcate into 
succeeding generations of doctors and lawyers the professional 
principles of integrity, sincerity, trust, and confidence between 
the professional man and his patient or client. The doctor’s 
special scientific knowledge alone does not justify his classifica- 


*This is the fourth in a series of short articles on the meaning of 
ethical standards as applied to the practice of osteopathy; the first three 
were published in the July, August, and September 1957 issues of THE 
Forum or Ostropatuy. The A.O.A. Committee on Ethics and Censor- 
ship strongly urges the reprinting of these articles, wholly or as excerpts, 
as they appear from month to month. In all cases, wording should not 


tion as a professional man. Other groups of men require special 
scientific knowledge for their work, but as a body they do not 
constitute a profession. The inherent mark of a profession is 
the trust and confidence that exist between the professional 
person and those relying upon him. 

Therefore, the Code attempts to set forth in Chapter I the 
most important concepts involved in the maintenance of the re- 
lationship. The words or terms of the Code themselves, in at- 
tempting to express these concepts, are ones expressing the 
nebulousness of the relationship. You find such words as voca- 
tion, respect, confidence, obligation, moral influence, and judg- 
ment. They express the hope that the doctor will attain princi- 
ples surpassing those of the common market place. They require 
thought and consideration. They are not for sale, nor are they 
likely to be possessed in the absence of a high level of profes- 
sional education and training. Unfortunately, not all profes- 
sional men possess them, and failure to possess them means a 
failure to be able to exercise completely the responsibilities of a 
professional man. To fail to possess these concepts and to ex- 
ercise them in practice means that the type of physician-patient 
relationship long the foundation of medicine cannot be perma- 
nently maintained. To possess these concepts is to assure the 


be changed but reprinted verbatim. 


Statf travels 


> Dr. True B. Eveleth, Executive 
Secretary, was in Asheville, N.C., Oc- 
tober 23-27, to attend the annual con- 
vention of the North Carolina Osteo- 
pathic Society. From October 27 to 
30 he was in St. Louis for the 30th 
Annual Clinical Assembly. 

Katherine Becker, associate editor 
of THE JourNAL, Betty Kanameishi, 
associate editor of THe Forum and 
HEALTH, and Dr. Ruth W. Steen, sec- 
retary, Bureau of Conventions, were 
also in St. Louis for the Clinical As- 
sembly. 

Dr. Eveleth attended the Depart- 
ment of Public Relations meeting in 
Washington, D.C., November 8-11. He 
spent November 13-14 in Des Moines, 
Iowa, where he addressed an all- 
school convocation at Des Moines Still 
College of Osteopathy and Surgery 
and a meeting of the Polk County 
Society of Osteopathic Physicians and 
Surgeons. 


Dr. Raymond P. Keesecker, Editor, 
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continuation of the profession. 


was a featured speaker at the annual 
meeting of the Louisiana Association 
of Osteopathic Physicians, October 23- 
26 in Biloxi, Miss. He also attended 
the Clinical Assembly in St. Louis. 

Robert A. Klobnak, director, Divi- 
sion of Public and Professional Serv- 
ice, handled press, radio, and television 
relations for the Clinical Assembly. 
From November 8 to 10 he was in 
Milwaukee for a meeting of the Wis- 
consin Teachers Association, and he 
spent November 13 and 14 at the an- 
nual convention of the American Pub- 
lic Health Association in Cleveland, 
where John J. Hank, audio-visual di- 
rector, Division of Public and Profes- 
sional Service, manned the A.O.A. 
exhibit from November 8 to 11. 

Otha W. Linton, press representa- 
teve, Division of Public and Profes- 
sional Service, worked with Mr. Klob- 
nak at the Clinical Assembly from 
October 22 to 31, and he also handled 
press relations for the midyear clinical 
conference of the American College of 
General Practitioners in Osteopathic 
Medicine and Surgery, November 6-10, 
at Detroit. 

Dr. Robert A. Steen, secretary, Bu- 


reau of Hospitals, spent October 27-29 
in St. Louis at the annual meeting of 
the American Osteopathic Hospital 
Association. 

Dr. Clyde C. Henry, director of 
hospital inspections, inspected hospi- 
tals in Los Angeles and Sacramento, 
Calif., from October 15 to 26. He was 
a guest speaker at the American Os- 
teopathic Hospital Association conven- 
tion in St. Louis on October 27. At 
present he is traveling in Missouri and 
Iowa on an inspection tour. 

Walter A. Suberg, Business Manag- 
er, was in New York City, October 13- 
18, on Association business. He and 
his assistant, Thomas §. Dominick, 
spent October 24 and 25 in Washing- 
ton, D.C., inspecting 1958 A.O.A. 
Convention facilities at the Shoreham 
Hotel. 

Lawrence W. Mills, director, Office 
of Education, visited the Kirksville 
College of Osteopathy and Surgery, 
the Kansas City College of Osteopathy 
and Surgery, and the Des Moines Still 
College of Osteopathy and Surgery 
from November 6 to 16 in the interest 
of the development program of the 
A.O.A. 
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AOA. ACTIVITIES 


P.&P.S. PReviews and PRojects 


Radio—A pilot script on heart dis- 
ease for a new 13-week radio series to 
be produced in co-operation with the 
United States Public Health Service 
has been sent to Dr. Chester D. Swope 
in Washington. Dr. Swope is serving 
as the Division’s liaison with Public 
Health officials. 

Listed below are twenty-four mem- 
ber stations of the National Associa- 
tion of Educational Broadcasters that 
have programmed the 13-week public 
service radio series called “The Search 
for Health.” If you are living in an 
area where these shows can be heard, 
we suggest you consult the radio sec- 
tion of your local newspaper or call 
the station for program information. 

KFJM—wUniversity of North Da- 
kota, Grand Forks, N.D.; KFKU— 
University of Kansas, Lawrence, 


Kans.; KOAC—Oregon State College, 
Corvallis, Ore.; KUOH—University of 
Hawaii, Honolulu, Hawaii; KUSD— 
University of South Dakota, Vermil- 
lion, S.D.; KWGS—University of Tul- 
sa, Tulsa, Okla.; KWSC—State college 


of Washington, Pullman, Wash.; 
WBAA—Purdue University, Lafayette, 
Ind.; WBGO—Newark (N.J.) Board 
of Education; WDET—Wayne Uni- 
versity, Detroit; WDUQ—Duquesne 
University, Pittsburgh; WEPS—Elgin 
(Ill.) Board of Education; WFIU— 
Indiana University, Bloomington, Ind.; 
WFPL—Louisville (Ky.) Free Public 
Library; WFSU—Florida State Uni- 
versity, Tallahasee, Fla.; WHAZ— 
Renssalaer Polytechnic Institute, Troy, 
N.Y.; WMCR—Western Michigan 
College, Kalamazoo, Mich.; WMTI— 
William and Mary College, Williams- 
burg, Va.; WOSU—Ohio State Uni- 
versity, Columbus, Ohio; WSUI— 
State University of Iowa, Iowa City, 
Iowa; WTDS—Toledo (Ohio) Public 
Schools; WUOA—University of Ala- 
bama, University, Ala.; WUOT—Uni- 
versity of Tennessee, Knoxville, Tenn.; 
and WNAD—Oklahoma University, 
Norman, Okla. 

Television—Since this column was 
last written, the divisional societies of 
Missouri, Virginia, Pennsylvania, 


Texas, and Maine have purchased the 
“Symptoms of Our Time” film series, 
bringing the total of purchasers to 
seven. Five other states are expected 
to order the series in the near future. 

Modernization of the “Physician and 
Surgeon, D.O.” film has been delayed 
slightly until additional footage is re- 
ceived of the Kansas City College of 
Osteopathy and Surgery and the new 
osteopathic unit of the Los Angeles 
County Hospital. 


National Magazines—A feature story 
on Mrs. Carl Samuels, president of the 
Auxiliary to the American Osteopathic 
Association, was prepared by the Divi- 
sion and appeared in the November 
issue of Together, midmonth magazine 
for Methodist families. Circulation is 
nearly one million. 


Brochures—Information is currently 
being obtained from presidents of the 
six osteopathic colleges to aid the Di- 
vision in preparing a brochure de- 
signed to interest foundations, indus- 
try, and others in contributing to the 
profession. The project is a joint un- 


dertaking of P.&P.S. and O.P.F. 


Exhibits—The A.O.A. traveling ex- 
hibit represented the profession at the 
85th Annual Meeting of the American 
Public Health Association in Cleve- 
land, November 11-14. The exhibit was 
modified to feature the Rural Health 
Clinic Program of the Kirksville Col- 
lege of Osteopathy and Surgery. This 
was the first time the A.O.A. has ex- 
hibited at an A.P.H.A. meeting. These 
annual conventions are recognized as 
the most outstanding in the public 
health field held on this continent. 


Conference on Development 


seeing the A.O.A. Committee on Development meeting were, left to "4 (seated) Dr. True B. 


Eveteth, 
Dr. Raymond P. Keesecker, Dr. George W. 


r. Roy J. Harvey, G. Willard King; (standing, second row) Douglas 
Northup, Mrs. George S$. Cozma, Dr. Carl E. Morrison, Rich- 


Durkin, Walter Suberg, 


ard Croft, Dr. Floyd F. Peckham. Charles W. Sauter. Il, A. C. Johnson, Kenneth Ettenson, and Claude 
Cochran; (back row) Lawrence W. Mills, Dr. Russell M. Husted, Paul M. Ireland, Dr, C. R. Starks, John 


B. Shumaker, Ph.D., 
Thomas Rowland, Jr. 
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Dr. Galen S. Young, Dr, J. $. Denslow, Morris Thompson, Joseph M, Peach, and 


Twenty-five representatives of the pro- 
fession and of the six osteopathic col- 
leges met at the Central Office October 
19 and 20 to open the first Conference 
on Development of the osteopathic pro- 
fession. These conferees, who came from 
fourteen states, included doctors, heads 
of the boards of trustees of the colleges, 
osteopathic college presidents, public re- 
lations counselors, and persons with pro- 
fessional fund-raising experience. 

The 2-day program consisted of pre- 
pared presentations by the participants, 
talks by outside speakers, and lively dis- 
cussion. Dr. Roy J. Harvey, Midland, 
Mich., chairman of the A.O.A. Depart- 
ment of Public Affairs, was chairman of 
the meeting and presented the opening 
remarks. Dr. Carl E. Morrison, St. 
Cloud, Minn., A.O.A. President, spoke on 
“Tdentification of Our Major Purposes 
as a Profession” to open the conference. 
He was followed by Dr. J. S. Denslow, 
Kirksville, Mo., secretary of the Ameri- 
can Association of Osteopathic Colleges, 
who discussed the needs of the six osteo- 
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pathic colleges in terms of a survey re- 
cently conducted by the A.A.O.C. 

Dr. Russell M. Husted, Long Beach, 
Calif., chairman of the A.O.A. Depart- 
ment of Professional Affairs, served as 
moderator for the sessions dealing with 
“Areas to be Developed for Securing 
Money.” Panelists in this session and 
their subjects were: Mrs. George S. 
Cozma, Cleveland, member of the Com- 
mittee on Development and representa- 
tive of the Auxiliary to the A.O.A., “Na- 
tional Citizens Committee for Osteop- 
athy”; Robert A. Klobnak, director of 
the Division of Public and Professional 
Services, “Documentation of Material 
Putting Forth Our Needs”; Dr. True B. 
Eveleth, A.O.A. Executive Secretary and 
secretary of the Committee on Develop- 
ment, “Identification of Members of Our 
Profession Who Are in Positions of In- 
fluence with Corporations and Founda- 
tions’; Paul M. Ireland, vice president 
of Cumerford and Company and trustee 
of the Kansas City College of Osteopathy 
and Surgery, “Orientation of the Public 
to Our Needs”; Dr. George W. Northup, 
Livingston, N.J., A.O.A. President-elect, 
“Enlisting Help of A.O.A. Board of 
Trustees”; Morris Thompson, D.Sc., 
Kirksville, Mo., president, Kirksville Col- 
lege of Osteopathy and Surgery, “How 
Should We Use the Help of Our College 
Presidents”; Dr. Floyd F. Peckham, 
Alexandria Bay, N.Y., chairman of the 
board of trustees, Chicago College of 
Osteopathy, “How Can We Secure the 


Help of the Trustees of Our Osteopathic 
Colleges?” 

Dr. Galen S. Young, Chester, Pa., 
A.O.A. trustee and chairman of the Os- 
teopathic Progress Fund, was moderator 
for the section on “Additional Sources 
of Money from Within the Profession.” 
Dr. C. Robert Starks, Denver, chairman 
of the development committee of Kirks- 
ville College of Osteopathy and Surgery, 
spoke on “Capital Gifts”; and Charles F. 
Harding, Chicago, trust officer of the 
Lake Shore Bank of Chicago, spoke on 
“Gifts by Life Insurance, Reservation ot 
Life Income, Annuities, and Wills.” 


Daniel F. Astrahan named 
P.&P.S. special writer 


Daniel F. Astrahan of Chicago has 
joined the staff of the Division of Public 
and Professional Service as a_ special 
writer, it was announced recently by 
Robert A. Klobnak, director. Mr. Astra- 
han’s duties will include writing bro- 
chures and pamphlets, covering conven- 
tions, and serving as the profession’s 
liaison agent with national publications. 

Prior to joining the A.O.A. staff, Mr. 
Astrahan was associated with the Uni- 
versity of Illinois Professional Colleges 
as the assistant public relations manager 


Daniel F. Astrahan 


of the University’s Medical Central Dis- 
trict. He holds a B.S. degree in journal- 
ism from the University of Illinois and 
an A.B. degree in radio and television 
from the University of Miami. He is a 
veteran of the Korean Police Action, 
having served with the Army as a spe- 
cial writer. He is a member of Sigma 
Delta Chi, national journalism fraternity, 
and the American College of Public Re- 
lations Association. 


Literature 


Peridural block: 
analysis of 3,637 cases 
and a review 


P A SURVEY OF ALL the peridural blocks performed in four in- 
stitutions in the Tacoma, Washington, area during a 6%4-year 
period is presented by John J. Bonica, M.D., and his associates 
in the September-October issue of Anesthesiology. The authors 
feel that the position of peridural block in common anesthesi- 
ologic practice is far too uncertain, especially for a procedure 
that is 35 years old. In their experience it has proved a difficult 
procedure to master technically, and this difficulty is the most 
important reason for the high rate of failures with its use. 
Various anatomic abnormalities and frequent changes in the 
method of identifying the peridural space and in the site of 
puncture are other causes of failure. In proper identification 
of the peridural space, the “lack of resistance test” was found 
most reliable in the lower thoracic and lumbar region and the 
“hanging drop” test or Macintosh balloon test best in the cervi- 
cal and upper thoracic. 


The novice should start learning the technic in the region 
below the level of the first lumbar vertebra, and only after 
much experience in this region should he attempt inserting the 
needle in the thoracic or cervical spine. The cervical region 
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presented the greatest difficulties and accounted for the highest 
percentage of failures. For short operations or diagnostic 
blocks in outpatients, chloroprocaine is the agent of choice, and 
Pontocaine and nupercaine are the drugs of choice for pro- 
longed effect. 

Hypotension, which occurred in one-half of the cases, was 
the commonest complication. Generalized toxic manifestations 
were noted in 116 patients (3.2 per cent). Inadvertent perfora- 
tion of the dura is a complication that can be minimized with 
experience, and the same is true of respiratory paralysis, which 
is one of the most serious complications that can occur during 
peridural anesthesia. The almost complete absence of headaches 
following peridural block is an important attribute of this 
method and constitutes a great advantage over subarachnoid 
block. The fact that neither cardiac arrest nor death occurred 
during the procedure in the entire group is a record far better 
than the national average with other forms of anesthesia; how- 
ever, postoperative deaths may be due to severe hypotension or 
impaired respiratory function, or both, consequent to peridural 
block. 

In special circumstances, such as cordotomy, inguinal 
heriorrhaphy, and various operations on the lower extremity 
and perineum, the technic has certain advantages over all other 
methods. It is of value in operations involving the lower ab- 
domen, but for the upper abdomen modern balanced general 
anesthesia is preferable for general use. The procedure is even 
less useful for intrathoracic operations and operations about the 
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neck. It may be indicated for patients with bilateral lesions of 
the upper extremity and in special circumstances for operations 
on the chest wall. Peridural analgesia is valuable in the first 
stage of labor and for anesthesia for vaginal delivery and 
cesarean section. Peridural anesthesia is most useful as a diag- 
nostic, prognostic, and therapeutic measure. 


Topical hydrocortisone therapy 
in acne rosacea 
and acne vulgaris 


P THE TOPICAL USE of hydrocortisone in 156 patients is de- 
scribed by Stuart C. Way, M.D., George C. Andrews, M.D., 
and Anthony N. Domonkos, M.D., in the November 1, 1957, 
issue of the New York State Journal of Medicine. A prepara- 
tion was used containing resorcin, colloidal sulfur, N-Sulfa- 
nilylacetamide, and hydrocortisone (alcohol) in a lotion of zinc 
oxide, talc, iron oxides, propylene glycol, alcohol, and water. Of 
129 patients with acne vulgaris, 11 (8.5 per cent) showed 
temporary recovery, 57 (44.1 per cent) excellent improvement, 
40 (31 per cent) good improvement, 15 (11.6 per cent) fair 
improvement, and 6 (4.6 per cent) no improvement or inability 
to tolerate the lotion. Of the 27 patients with acne rosacea, 
there were 6 with temporary recovery (22.2 per cent), 10 (37 
per cent) with excellent improvement, 9 (33.3 per cent) with 
good improvement, and 2 (7.4 per cent) who could not tolerate 
the lotion. Although acne cannot be handled solely by external 
methods, the authors feel that this preparation proved more 
satisfactory locally than any they had previously used. 


The nonrheumatoid 
connective tissue disorders 


P WRITING IN THE OCTOBER 1957 issue of the A.M.A. Archives 
of Internal Medicine, John H. Talbott, M.D., says that the con- 
cept of connective tissue diseases should be limited rather than 
broadened. Accordingly, he limits his discussion to systemic 
lupus erythematosus, scleroderma, dermatomyositis, and poly- 
arteritis. 


Polyarteritis is a disease predominantly of males. Neuro- 
logic findings, particularly peripheral neuritis, are the rule, and 
the disease may not be suspected until the peripheral neuropathy 
or even renal insufficiency develops. The diagnosis should be 
confirmed by a skin or muscle biopsy. A variant of polyarteritis 
is the localized form, such as in the gallbladder or uterus, in 
which dissemination is presumably delayed for 1 or more years. 
Hypersensitivity is thought to cause the disease in some pa- 
tients, and bronchial asthma has been the initial clinical process 
in a few instances. The duration of the disease is quite variable. 
Development of hematuria or clinical demonstration of periph- 
eral neuritis is ominous. Some patients, however, have had a 
positive pathologic diagnosis without diffuse peripheral neuritis 
or renal abnormalities and have lived for several years with no 
more specific medication than the nonspecific steroids. 


Systemic scleroderma, characterized by withering of the 
skin, may begin with arthralgia or symptoms of Raynaud’s syn- 
drome, which suggests rheumatoid arthritis or acute rheumatic 
fever. The process is very insidious and may suggest only pre- 
mature aging. In the early stages, confirmation by biopsy is 
desirable. Roentgenographic examination of the entire gastro- 
intestinal tract may be revealing, even though symptoms point- 
ing to such involvement may be denied. Diffuse calcinosis is a 
late complication. 


Acute dermatomyositis is a diffuse musculocutaneous proc- 
ess that usually may be recognized as a clinical entity distinct 
from systemic scleroderma. The diagnosis may not be made 
until after a long siege of muscle or joint distress, but with 
mistaken diagnosis of atypical rheumatoid arthritis. The shoul- 
der girdle may be affected particularly, and the patient is unable 
to elevate his arms above his head. The face and the V of the 
neck are common sites of erythema. Most patients have muscle 
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tenderness, and the gait may be unsteady or shuffling because 
of weakness of skeletal muscles. The incidence of malignancy 
and dermatomyositis has been reported to be as high as 18 
per cent. 


Because lupus erythematosus stimulates rheumatoid arthri- 
tis or acute rheumatic fever so frequently in the early stages, 
it is desirable to inspect the peripheral blood for the L. E.-cell 
phenomenon in every patient suspected of having either of these 
diseases. The localized benign lesions of discoid lupus may be 
present in some patients for one or more decades before dis- 
semination is recognized. The cause of lupus remains obscure. 
A majority of patients with the disease are supersensitive to 
ultraviolet light. Ingestion of hydralazine has caused a lupus- 
like clinical syndrome in some patients. Diagnosis in the early 
stages is difficult. A hemolytic type of anemia, a positive 
Coombs’ test, and increased sedimentation rate have been ob- 
served. Demonstration of the L. E. cell and L. E. rosette is 
probably the most specific test available for laboratory confirma- 
tion of the diagnosis. Corticotropin (ACTH) or one of the 
adrenal steroids offers the most promising temporary help. Treat- 
ment of patients in this group leaves much to be desired, and 
more effective therapy plus a better understanding of the under- 
lying pathogenic processes is needed. 


A simple treatment 
of acute paronychia 


> IN THE ocTOBER 1, 1957, issue of the New York State Jour- 
nal of Medicine, Irving D. Ehrenfeld, M.D., discusses a method 
for establishing drainage in acute paronychia, effective especial- 
ly in neglected cases. The cuticular tissues are lifted away from 
the base of the nail with the point of a 20 gauge needle by 
sliding the point between nail and cuticle at several places, just 
far enough to separate the paronychial tissues from the nail. 
The needle is then moved laterally to connect the tunnels so 
made. A continuous wet dressing is applied for 2 to 3 days and 
antibiotics are given during this period. Advantages over scalpel 
interference are less trauma, less postoperative pain, and no 
residual scars. 


Sex steroid influence 
on the aging process 


® sINCE THE EFFORTS of the medical profession have been di- 
rectly responsible for providing the last 2 decades of the fe- 
male’s life expectancy, the profession must accept the responsi- 
bility of developing effective physiologic support during the 
ever-lengthening involutionary phase of human existence. In 
the October 1957 issue of the American Journal of Obstetrics 
and Gynecology, William H. Masters, M.D., says that we fre- 
quently fail to define the relative importance of the two spheres 
of ovarian influence. The primary function is that of reproduc- 
tion, but infinitely more important to the physical and mental 
well-being of the individual woman is the secondary role of the 
ovary—that of catalyst (through its sex steroid production) to 
many different phases of basic physiologic activity. The pitui- 
tary-gonadal axis, so evident as a mutually stimulative mech- 
anism in mature life, fails as the aging process progresses. The 
pituitary retains the ability to secrete gonadotrophic elements in 
postmenopausal years; therefore the ovary apparently loses its 
responsiveness to previously established stimulative channels. 
With clinical failure of the gonad, the fine balance of mutually 
stimulative secretory function, or interglandular dependence, is 
lost to the entire endocrine chain. Although ovarian steroid 
production does continue even into the 60-year age groups, the 
level is usually inadequate to protect the aging female against 
such significant metabolic distresses as protein imbalance and 
exhaustion of calcium storage. 


Presently available steroids have an anabolic effect on pro- 
tein and osseous tissues, a possible controlling influence on the 
progress of atherosclerosis, and basic regenerative effects on 
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early mental senile involution. The combination of testosterone 
and estrogen for steroid replacement has many advantages, 
With testosterone propionate and estradiol benzoate in a ratio 
of about 20 to 1 of milligrams absorbed, no bleeding should 
occur, except possibly for some spotting in the fourth and sixth 
weeks of therapy, regardless of the length of therapy. The 
steroid combination technic prevents endometrial hyperplasia 
and the possibility of developing carcinoma on this basis. The 
author emphasizes that presently accepted technics do not repre- 
sent the end point of steroid replacement therapy. A steroid- 
like substance must be developed to include the proved cumula- 
tive physical and mental effects of the present combinations yet 
contain none of their unfortunate factors of secondary sex 
stimulation. 


Combined quinidine and 
procaine amide treatment 
of chronic atrial fibrillation 


» IN THE NOVEMBER 1957 issue of the American Heart Journal, 
Mervin J. Goldman, M.D., describes the combined use of 
quinidine and procaine amide in 38 patients in whom conversion 
of chronic atrial fibrillation could not be accomplished with 
quinidine alone. After 4 days had elapsed since either procaine 
amide or quinidine had been given alone, patients were given 
the combined therapy in a range of from 0.2 gram of quinidine 
plus 0.25 gram of procaine amide every 6 hours, to 0.4 gram of 
quinidine plus 0.5 gram of procaine amide every 6 hours. This 
dose was used for 3 days, and at intervals of 3 days the dose 
of either quinidine alone or quinidine plus procaine amide was 
increased. The maximum dose was 1.0 gram of quinidine plus 
0.75 gram of procaine amide every 6 hours. All patients re- 
ceived digitalis and other medication as needed. Every effort 
was made to reach optimum cardiac status prior to attempted 
conversion. The etiology of the disease was degenerative in 18 
patients and rheumatic with mitral stenosis and insufficiency in 
20. In 50 per cent of the 38 cases conversion occurred with the 
combined therapy. In the majority of cases the total dosage of 
the two drugs was less than that of quinidine alone, which sug- 
gests a synergistic action of these two drugs rather than a sim- 
ple additive effect. There was less gastrointestinal toxicity with 
combination therapy than with the larger doses of quinidine 
alone. No serious toxicity was observed, but proper precautions 
must be observed since improper use of these drugs could have 
such a result. 


Accidents and the aging 


P ALTHOUGH THE INCREASE in the older segments of the popu- 
lation has brought a heightened interest in degenerative health 
conditions, the fact that a considerable amount of mortality and 
morbidity stems from accidents in this age group has largely 
escaped notice by the health professions. Over 40,000 deaths 
each year are attributable to accidents in those who are 45 years 
of age and older. These deaths have accounted for about 49 
per cent of all accidental deaths in the United States. In the 
August 1957 issue of the Journal of the American Geriatrics 
Society, Charles M. Cameron, Jr., M.D., points out that one 
factor in turning attention away from accidents in the aging 
is that accidents are ranked as the fourth or fifth cause of death 
in this age group. In addition, major emphasis has been placed 
on motor vehicle accidents, which are of relatively less impor- 
tance for the older citizen. A high percentage of the deaths 
from falls, fires. poisonings, and firearms occurs either in the 
home or in resident institutions. The proportion of these non- 
transport accidents involving persons past 45 varies from 89 per 
cent in the case of falls to 21 per cent in the case of drownings, 
with an over-all average of 58 per cent of all nontransport 
accidental deaths among those in the middle and late adult 
periods of life. The death rate from accidents goes up with 
increasing age; for example, the death rate from falls in pe1- 
sons past 85 years of age is over 50 times that of the popula- 
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tion at large. Personal factors that are particularly important 
in causing accidents in older persons are physical conditions that 
may lower the accident threshold and the older person’s failure 
to recognize his inability to carry on activities as he once did. 
The impairment of sensory function, especially loss of visual 
acuity, is another factor. 

The fundamentals of preventing accidents among the aged 
are the same as those for any age group. Health and safety 
workers must accept the importance of directing their approach 
to those adults who are responsible for the older persons in 
the household. The health specialist must help the older person 
develop specific attitudes toward accident prevention and must 
not merely admonish him to be careful about accidents. The 
author lists habit and attitude patterns that the older person 
should develop toward accident prevention as well as general 
safety precautions. 


Evaluation of methods 
for obtaining cervical smears 
and introduction of improved scraper 


P FOR EFFECTIVE CYTOLOGIC DETECTION of early carcinoma of 
the cervix, adequate amounts of cellular material must be ob- 
tained from the portio of the cervix, the squamocolumnar junc- 
tion, and the lower portion of the cervical canal. An improved 
scraper for this purpose is described by William S. Horn, M.D., 
and Charles T. Ashworth, M.D., in the November 1957 issue of 
the American Journal of Obstetrics and Gynecology. The 
scraper has one end for obtaining surface material from the 
portio (the ectocervical scraper) and the other end (the endo- 
cervical scraper) for obtaining material from the cervical canal 
and from the squamocolumnar junction that is located above 
the anatomic external os. The ectocervical scraper has a nar- 
row styloid tip, 2 mm. wide and 5 mm. long, that will fit into 
the external os as axis of rotation. The scraping surface is 15 
mm. wide and fits the curvature of the portio. The other end 
has an arrowlike point 2 mm. wide at the tip, 15 mm. wide at 
the base, and 22 mm. in length. It will adequately penetrate 
the endocervical canal, although sometimes a sound will be 
needed to precede it for its application to and beyond the 
squamocolumnar junction. A comparative study of the improved 
(Horn) scraper, the Ayre scraper, and aspiration of the cervi- 
cal canal by pipette showed that superior smears were obtained 
with the improved scraper, and the authors believe that it is to 
be preferred over present methods for routine clinical use. 


Care of female psychiatric 
patients on an open medical 
and surgical ward 


® AN EXPERIENCE OF a year and a half in which female psy- 
chiatric patients were cared for on an open medical and surgical 
ward in an Air Force hospital is described by Pietro Castel- 
nuovo-Tedesco, M.D., in the October 17, 1957, issue of the New 
England Journal of Medicine. In this situation, which arose 
from administrative necessity, there were between 2 and 6 psy- 
chiatric patients in a ward with a total of 25 patients, and the 
length of their stay was between 1 day and 3 months, the 
average being about 10 days. Among the psychiatric patients, 
all the diagnostic categories were represented, and occasionally 
one or more of the patients was acutely disturbed, hallucinating, 
or destructive. 

The arguments against such a plan, such as that the psychi- 
atric patient might be too noisy, might upset the more normal 
patient, or interfere with the activities of nurses were not borne 
out by this experience. The chief advantage of the arrangement 
was found to be that the psychiatric patients, who were a mi- 
nority on the ward, received considerable attention from the 
more emotionally healthy patients. It was interesting that the 
organically ill patients did not separate themselves from the 
psychiatric patients nor did they resent their presence. In fact, 
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the average patient made little distinction between psychogenic 
and purely organic illnesses and did not usually object to signs 
of disorganization that a psychiatrist would consider evidence of 
serious mental disease. The multiple interdependent relations 
that are established between patients regardless of diagnosis 
seem to be of more immediate benefit to the patient who is re- 
organizing her defenses after an acute emotional upheaval than 
the more formal relation to the psychiatrist, though for the 
long-term working through of the emotional difficulties the re- 
lation to the psychiatrist seems essential. Besides the satisfac- 
tion of immediate emotional needs, the relationship between 
patients sometimes provides a representation of reality, so that 
patients may gain insight into their ways of distorting or evad- 
ing the demands of everyday life. 

It is probable that a given ward can absorb only a certain 
number of disturbed persons, and the success of this type of 
ward organization depends a great deal on the attitude of the 
nursing service. The disadvantages of the plan apply mainly 
to the most disturbed patients, but in a surprising number of 
cases they can be treated in such a setting. 


Chronic intolerable pain 


Pm accorDING To Karl O. Von Hagen, M.D., in the October 19, 
1957, issue of the Journal of the American Medical Association, 
electroshock therapy represents one approach to chronic intol- 
erable pain which should be tried before such procedures as 
lobotomy or chordotomy are done. Chronic intolerable pain, re- 
gardless of specific cause, depends on reverberating circuits per- 
petuated by stimuli coming from the periphery, the cortex, or 
both. Electroshock therapy may produce its effect either by re- 
lief from emotional depression, or from a reduction in the 
influence of the cortex on the reverberating circuits, or both, 
because of some modification in activity of the neuronal sys- 
tems involved. The same effect could apparently be obtained 
by psychotherapy and institutional care, but electroshock is 
more desirable in severe cases because of the speed with which 
both emotional and physical improvement can be obtained. Cri- 
teria for selection of patients for electroshock are not yet well 
defined, but the prognosis is probably best for patients who are 
basically emotionally sound and developed their illness as a re- 
sult of a painful experience or series of painful experiences, 
in combination with emotional stress not necessarily related to 
the individual’s illness. The period of treatment is often long 
and several courses of electroshock treatment always combined 
with drug therapy and supportive psychotherapy may be nec- 
essary. 


Seborrheic dermatitis of infants 
and Leiner’s disease: 
a biotin deficiency 


® accordING To Aaron Nisenson, M.D., recent clinical and ex- 
perimental work points definitely to a deficiency of biotin, pre- 
viously called vitamin H, as the cause of Leiner’s disease and 
seborrheic dermatitis of infants. In the November 1957 issue of 
the Journal of Pediatrics, the author states that Leiner’s disease, 
or erythroderma desquamativa, is probably a generalized and 
greatly intensified seborrheic dermatitis. Nine cases of seborrheic 
dermatitis and 2 of Leiner’s disease showed marked improve- 
ment with administration of biotin. Although the basic require- 
ments of biotin for the infant are unknown, the recommended 
dose is 5 mg. intramuscularly daily for 7 to 14 days for severe 
cases of seborrheic dermatitis and Leiner’s disease. For milder 
cases, 2 to 4 mg. orally for 2 to 3 weeks is recommended by 
some authors and 10 mg. daily for 20 to 30 days by another. 
Five infants were given injections of vitamin B complex alone, 
with moderate improvement. Since there is an interrelationship 
between biotin and vitamin B complex and since the complex 
enhances the effect of biotin, better results might follow con- 
comitant injections of vitamin B complex along with the biotin. 
Giving the nursing mother a total of 1,500 grams of liver over 
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3 to 5 day periods, or two to four injections of 5 mg. of biotin 
apparently would be equally effective. A relation between the 
diet of the nursing mother and the incidence of these diseases 
was suggested by the increase in cases of Leiner’s disease after 
both world wars. Foods high in biotin are liver, egg yolk, 
kidney, and yeast. These foods are most effective when fed to 
the nursing mother, who can utilize them better than can the 
infant. Biotin seems to have no value in the seborrheic derma- 
titis of older children and adults, which suggests a disease of 
different etiology. 


Esophageal webs 


® ALTHOUGH ESOPHAGEAL WEBS have been described chiefly in 
connection with the Plummer-Vinson syndrome and iron defi- 
ciency anemia, Hans K. Waldmann, M.D., and Andrew Turnbull, 
M.D., in the October 1957 issue of the American Journal of 
Roentgenology, Radium Therapy and Nuclear Medicine, state 
that this condition may also occur congenitally and in connection 
with other causes not definitely known. Clinically the chief 
complaint is dysphagia, but small, simple postcricoid webs may 
cause no symptoms. Regurgitation of food is not uncommon, 
and patients are often referred to the roentgenologist with the 
clinical diagnosis of pharyngoesophageal diverticulum. In cases 
believed to be congenital, patients often reach adolescence with- 
out seeking medical advice, but all state that they have always 
eaten slowly. Multiple anteroposterior and lateral roentgeno- 
grams should be obtained during the active phase of deglutition, 
with the lower pharynx and upper esophagus fully distended. In 
most cases dilatation of the esophagus by bougies is sufficient 
to enlarge the lumen and is followed by disappearance of the 
web. Sometimes the web must be incised to permit the passage 
of the dilators. Whenever a membrane encircles the lumen of 
the esophagus, it should be regarded as abnormal for a simple 
web. Malignant degeneration develops occasionally at the site 
of the stricture but is not confined to it and may occur else- 
where in the upper gastrointestinal tract, oral cavity, or hypo- 
pharynx. 


Use of senna 
for preparation of the colon 
for roentgen examination 


> IN THE oOcTOBER 1957 issue of the American Journal of 
Roentgenology, Radium Therapy and Nuclear Medicine, S. A. 
Kaufman, M.D., describes the use of a cocoa-flavored powder 
containing senna as a pre-examination cathartic in 100 consecu- 
tive patients. All patients found the material to be palatable 
and easily prepared. In many cases better cleansing of the distal 
colon was found than had been the case with castor oil, and the 
use of a nonoily cathartic obviates fictitious polyps that may ap- 
pear because of undigested droplets of castor oil. Severe cramps 
occurred in about 20 per cent of patients, but this complaint is 
found in a higher percentage of patients who are given castor oil. 


Hypotensive drugs 
in the management 
of toxemia of pregnancy 


P THE ADVANTAGE OF vasorelaxing drugs in toxemia, according 
to Richard D. Bryant, M.D., in the October 1957 issue of Post- 
graduate Medicine, is that these drugs attack the disease nearest 
its source. Assuming that the pregnancy cannot or should not 
be interrupted, the logical treatment of toxemia is neutralization 
of the toxin. Although this cannot be done, the vasoconstriction 
that produces hypertension can be relieved by use of the vaso- 
relaxers. These drugs need not produce hypotension, and they 
must act by relaxing abnormally constricted arterioles. The 
most satisfactory drugs for this purpose are Apresoline and 
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derivatives of Veratrum. Rauwolfia derivatives may have some 
value. Among the 233 eclamptic patients admitted to Cincin- 
nati General Hospital since 1930, all of whom received a vaso- 
relaxing drug, only two died of the direct effects of toxemia. 
The drugs may be administered orally, intramuscularly, hypo- 
dermically, or intravenously as a single injection or as a con- 
tinuous intravenous drip. The route of administration depends 
on the urgency. The level of the blood pressure is a convenient, 
accurate guide to the effect of the drugs. Ideally the blood 
pressure should be lowered to and maintained at the level that 
existed prior to or early in pregnancy. Parenterally adminis- 
tered vasorelaxers should probably be used only in emergencies 
or semiemergencies such as eclampsia or pre-eclampsia. Oral 
preparations are used chiefly in mild to moderate pre-eclampsia, 
and should be administered in the hospital. Development of 
cardiac irregularities, such as pulsus alternans, gallop rhythm, 
or skipped beats, is an absolute indication for stopping the use 
of Veratrum derivatives. Apresoline or one of the Rauwolfia 
drugs should be substituted. No vasorelaxer should be given if 
blood pressure is normal or below normal. 


The nutritional status of patients 
after partial gastrectomy 
with gastrojejunostomy 


> IN THE NOVEMBER 1957 issue of Surgery, Gynecology and 
Obstetrics, Harold D. Harvey, M.D., presents a report based on 
the nutritional status of 1,068 patients who had elective partial 
gastrectomy for peptic ulcer, with particular reference to the 
amount of stomach removed. Before 1953, the chief causes for 
dissatisfaction with operative results were recurrent ulcers and 
nutritional-dumping problems. From the pathologic reports of 
462 patients, it was found that a larger proportion of the stom- 
ach was habitually removed between the years 1949 and 1953 
than was the case before 1948. It was also found that the re- 
sections done during this period (that is, those of more than 
50 per cent) led to more nutritional and dumping problems than 
did the smaller resections. Another factor in dumping is the 
arrangement of the gastrojejunostomy. Abrupt descent of the 
efferent jejunal limb from the stoma should be avoided. Resec- 
tion of about 50 per cent of the stomach, with or without 
vagectomy, caused few of the difficulties associated with more 
than 50 per cent resections. High resections had little if any 
benefit in lowering incidence of marginal ulcers as compared to 
50 per cent resections. Vagectomy plus 50 per cent resection 
lowered the incidence of marginal ulcers and caused few dis- 
agreeable side effects. The author concludes that the best results 
followed resection of about 50 per cent of the stomach, with 
gastrojejunostomy and vagectomy. 


Primary varicella pneumonia 


PRIMARY VARICELLA PNEUMONIA is a Clinical entity that has 
been described as a rare and severe disease in adults. In the 
October 31, 1957, issue of the New England Journal of Medi- 
cine, Saul Krugman, M.D., Charles H. Goodrich, M.D., and 
Robert Ward, M.D., state that the disease is not rare in adults. 
They emphasize that severe chickenpox pneumonia is a poten- 
tially fatal disease. The alarming picture of acute respiratory 
distress, with dyspnea, tachypnea, cyanosis, and gross hemopty- 
sis, may be followed by either a dramatic improvement or a 
progressively rapid downhill course with a fatal outcome. Dur- 
ing a 6-month period, primary varicella pneumonia was ob- 
served in 10 of 30 adults and in none of 118 children admitted 
to the hospital for chickenpox. This disease was characterized 
by a typical varicella eruption followed in 2 to 5 days by mod- 
erate to severe respiratory distress associated with cough, 
dyspnea, and tachypnea and frequently with cyanosis and 
hemoptysis, and x-ray evidence of an extensive generalized 
nodular infiltrate throughout both lung fields. Complications in- 
cluded massive nonbacterial pleural effusion, subcutaneous em- 
physema, pulmonary edema, and hepatitis. One patient died. 


Vor. 57, Dec. 1957 


Varicella appears to follow the pattern of other viral infections 
that are much more severe in the adult than in the child, such 
as infectious hepatitis, poliomyelitis, mumps, measles, and rubella. 


Chronic constrictive pericarditis 


® THE DIAGNOSTIC IMPORTANCE of the roentgenographic find- 
ings in 35 surgically proved cases of chronic constrictive peri- 
carditis is the subject of a report by George E. Plum, M.D., 
André J. Bruwer, M.D., and O. Theron Clagett, M.D., in the 
October 2, 1957, issue of the Proceedings of the Staff Meetings 
of the Mayo Clinic. None of the roentgenologic manifestations 
of the disease are definitely diagnostic of the condition. However, 
when there is clinical evidence of congestive heart failure, cer- 
tain roentgenographic findings indicate, or strongly suggest, 
constrictive pericarditis rather than intrinsic myocardial disease 
exclusively. Calcification in the pericardium is the most definite 
roentgenologic evidence of pericardial disease, and when it is 
present in association with the usual clinical signs and symp- 
toms of constrictive pericarditis it confirms the diagnosis. In 
the 35 cases studied, calcification was found in 16 (46 per 
cent) on preoperative roentgenograims and in another 3 at op- 
eration or on pathologic examination of the excised pericardium. 
The commonest site of calcification was along the left border 
of the heart at or near the point of opposite pulsations. Definite 
changes in cardiac contour were noted in 14 of the 35 patients. 
Pleural effusion was present in 21 (60 per cent), and pulmonary 
vascular congestion was present in 15 (43 per cent). In 20 of 
the 26 patients who had cardiac fluoroscopy, there was decrease 
in amplitude of cardiac pulsations. Very few conditions other 
than constrictive pericarditis have been described as causing 
decreased cardiac pulsations when the heart is normal or small 
in size. Roentgenographic evidence of a dilated superior vena 
cava was noted in many of the patients, and in others the 
shadow of the azygos vein was unusually prominent. Enlarge- 
ment of the left atrium in some patients was an interesting find- 
ing since it has rarely been mentioned in the radiologic literature. 


Some mechanical tests 
on the lumbosacral spine 


® A PRELIMINARY REPORT containing quantitative data on the 
mechanical properties of the lumbosacral spine is presented in 
the October 1957 issue of the Journal of Bone and Joint Sur- 
gery by Thornton Brown, M.D., Robert J. Hansen, Sc.D., and 
Alvin J. Yorra, S.M. The spine-testing technics used in civil 
or mechanical engineering were applied to fresh autopsy speci- 
mens. Among the chief findings were that, under axial com- 
pressive stress, failure of the disk complex invariably occurred 
in the cartilaginous plate. In the few specimens tested the type 
of failure varied according to the condition of the bone rather 
than the condition of the disk. In spines from younger persons 
small cracks occurred, while in old spines with osteoporosis, 
there was more or less total collapse of the plate. In these tests 
failure of the annulus fibrosus occurred only as the result of 
extremely rapid cyclic bending combined with mild axial com- 
pression. No protrusion of the disk material was produced in 
this short period but rather a linear horizontal tear through all 
but the most peripheral fibers. Although it is commonly stated 
that the nucleus pulposus is the structure by which stresses are 
distributed uniformly to the annulus fibrosus and cartilaginous 
plates and that the nucleus pulposus moves toward the convex 
side of the curve when the spine bends to either side or for- 
ward and backward, the behavior of two specimens subjected to 
combined axial loading and bending did not seem consistent 
with this concept. During bending, the annulus in these rather 
aged disks would appear to be subjected primarily to direct 
compression rather than to hoop tension as would be the case 
if its only function were to resist deformation of the nucleus 
pulposus. The authors feel that such experimental methods 
warrant a more extensive testing program on specimens from 
different age groups and in sufficient numbers to be statistically 
significant. 
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ROENTGEN INTERPRETATION OF FRACTURES AND DIS. 
LOCATIONS. By Joseph Levitin, M.D., Chief, Department of Radi- 
ology, Mount Zion Hospital, San Francisco, California; and Ben Colloff, 
M.D., Associate Chief, Department of Orthopedic Surgery, Mount Zion 
Hospital, San Francisco, California. Cloth. Pp. 265, with illustrations. 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave., Springfield, 
1956. 


From the departments of radiology and orthopedics of San 
Francisco’s Mt. Zion Hospital comes this handy volume. It is 
one that will find a welcome and unoccupied place in the library 
of the radiologist, and the general practitioner as well. The 
x-ray specialist plays a responsible role on the fracture team. 
He is not only accountable for the diagnosis of skeletal trauma, 
but his expert opinion is often sought concerning the adequacy 
of reduction and progress of healing. Here is a book that sup- 
plies a ready reference for criteria in the mature as well as the 
immature skeleton. Moreover, the authors have supplied indis- 
pensable information for the physician who is most frequently 
first consulted in these problems—the family doctor. 

The great virtue of this excellent book lies in its simpli- 
fication, both in format and text. The written material is direct 
and descriptive and has been profusely interspersed with over 
200 line drawings. These diagrammatic representations demon- 
strate the ligamentous integument and appropriate muscle at- 
tachments as well as the bony pathology under discussion. 
Artists Tom Jones and Alice Beth Arthur are to be congratu- 
lated on the merit of these renderings. Unfortunately, not as 
much can be said for the technical quality of the photographic 
reproductions of x-rays that are included in the volume. Were 
it not for the fact that these photographs have been restricted 
to the chapter on fractures of the neck of the femur, they 
would seriously detract from the quality of this work. 

The introduction to the book presents an approach to ortho- 
pedic problems that will warrant careful consideration by every 
physician who cares for these cases—orthopedists themselves 
not excluded. The content is divided into five broad headings: 
upper extremity, thorax, lower extremity, pelvis, and spine. 
The primary purpose in publishing the book is to provide the 
reader with a criterion for adequate reduction. To accomplish 
this, special attention has been paid to mechanical alignment that 
must be restored or preserved for acceptable function. Numer- 
ous geometric aligning systems have been included. A valuable 
reference is contained in the appendix, which includes a standard 
bone age chart and an atlas of appliances commonly used in 
internal fixation. 

In “Roentgen Interpretation of Fractures and Dislocations,” 
we have a reference volume that fills a void in the literature 
on the subject of traumatic orthopedics. The reviewer heartily 
recommends the book to all physicians who share the grave 
responsibility of the care of patients with fractures and dislo- 


cations. 
Cuartes D. D.O. 


Bb PSYCHOLOGY Principles and Applications. By Marian East Madi- 
gan, Ph.D., Specialist, Research Department, Milwaukee Vocational and 
Adult Schools; Visiting Professor, Educational Measurement and Guid- 
ance, Summer Sessions, University of Arizona. Ed. 2. Cloth. Pp. 391, 
with illustrations. Price $4.75. The C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis 3, 1957. 


This textbook on psychology is elementary, but it is inter- 
esting because of its practical presentation and the mature lan- 
guage used. It is illustrated throughout by photographs and 
pen-and-ink drawings which aid in comprehension. Despite its 
simplicity, this book is an excellent review of modern psy- 
chology; it is easily followed and authentic. 


300 


As the author points out in the Preface, the book centers 
on four units: The Nature and Methods of Psychology, The 
Essentials of Learning, the Biological and Social Bases for Be- 
havior, and Personality and Development. In all there are six- 
teen chapters covering this material. Throughout, the individual 
is regarded as a unit which cannot be separated into mind and 
body. 

The organization and presentation of the material can be 
gauged from any chapter. For example, in Chapter 9, selected 
at random, The Nature of Learning, twenty-eight pages in 
length, the opening statement is “Man is born with a huge ca- 
pacity for learning.” By subdividing the chapter in sections 
entitled Inevitability of Learning, The Problem of Learning, 
Developing Skill in Reading, Forced Reading Increases Rate, 
Eliminate Useless Motions, Utilize Efficient Study Techniques, 
Take Accurate Notes, Recite Materials, Examinations, The 
Learning Processes, Conditioned Response, Conditioned Learn- 
ing, Trial and Error, Insight, Transfer and Habit Tendencies, 
Reactions in Terms of Whole Organism, and Summary, the 
material is made easy to approach. Review questions and sug- 
gestions for further reading conclude the chapter. In a similar 
manner, the whole span of general psychology is covered. Of 
special interest to physicians is the interesting style used and 
the practical example used to illustrate the points covered. Be- 
cause of the absence of technical phraseology, this text would 
give the uninformed reader an exposure to scientific psychology 


that would be useful. 
Tuomas J. Meyers, Ph.D., D.O. 


& DERMATOLOGIC FORMULARY. From the New York Skin and 
Cancer Unit, Service of Dermatology (Dr. Marion B. Sulzberger, Direc- 
tor) Frances Pascher, M.D., Editor. Ed. 2. Cloth. Pp. 172. Price $4.00. 
Paul B. Hoeber (Medical Book Department of Harper & Brothers), 49 
East 33rd St., New York 16, 1957. 


This reference book is composed of the dermatologic for- 
mulae of the New York Skin and Cancer Unit. This accumu- 
lation represents the combined evaluation by dermatologists over 
a period of many years. The personnel of the Unit is of such 
varied origin that the medications of value in dermatology na- 
tionally and world-wide are included. 

While no effort is made to include all the medicants used, 
the book is without peer as general information for topical 
medications as applied to the practice of dermatology. Pro- 
prietaries are named and their formulae given. Oral medications 
are described in detail along with indications, contraindications, 
and directions for use; parenteral medications and pertinent 
points of their use are stressed. 

Of great value is the index, which is in considerable detail 
and readily usable. This book would be extremely helpful to 
anyone treating or learning to treat skin diseases—from student 
through general practitioner to dermatologist. 


A. P. Uxsricnu, D.O. 
Dante Koprince, D.O. 


® STEDMAN’S MEDICAL DICTIONARY. Edited by Norman Burke 
Taylor, V.D., M.D., F.R.S.C.,  F.R.C.S.(Edin.), F.R.C.P.(Can.), 
M.R.C.S.(Lon.); University of Western Ontario and formerly of the 
University of Toronto; in collaboration with Lieut. Col. Allen Ellsworth 
Taylor, D.S.O., M.A., Classical Editor. Ed. 19. Cloth. Pp. 1656, with 
illustrations. Price $12.50. Williams and Wilkins Company, Mount Royal 
and Guilford Aves., Baltimore 2, 1957. 


The Stedman dictionary has long been a favorite reference 
for persons in medical fields; the current edition, the nineteenth, 
attests to the continued demand for this fine work. This revi- 
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sion incorporates many new medical terms and additional illus- 
trations. In accordance with the latest editions of the United 
States and British Pharmacopeias, the names of pharmaceutical 
preparations have been changed from Latin to English. 

Besides the words used in medicine, this dictionary includes 
dental, veterinary, chemical, botanical, and other special terms. 
There are short biographical sketches of important persons in 
the history of medicine, and a separate section on medical ety- 
mology. The appendix includes charts of weights and measures, 
comparative temperature scales, lists of nomenclature in Latin 
and English, the Nomina Anatomica as revised by the Inter- 
national Anatomical Nomenclature Committee, a list of impor- 
tant microparasites pathogenic for men and certain animals, 
and other helpful features. 

Perhaps the weakest point of the publication is its illustra- 
tion; there are some well-drawn pictures, but most are relatively 
crude. However, they are functional in conveying a meaning 
even though somewhat lacking in artistry. The over-all impres- 
sion of the book is very good; its breadth of coverage will 
continue to make it a standard. 


p® THERAPEUTIC EXERCISE for Body Alignment and Function. 
By Marian Williams, Ph.D., Assistant Professor of Physical Therapy, 
Department of Allied Medical Sciences, School of Medicine, Stanford 
University; and Catherine Worthingham, Ph.D., Director of Professional 
Education, The National Foundation for Infantile Paralysis, Inc. Paper. 
Pp. 127, with illustrations. Price $3.50. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1957. 


A manual used in therapeutic exercise courses at Stanford 
University is the basis for this manual. An introduction on 
standing posture is followed by an analysis of body alignment 
and plans for a treatment program. Thereafter, the manual 
offers illustrated exercises for strengthening the various muscle 
areas of the body and closes with an appendix that gives a brief 
review of the location and role of the primary muscles con- 
cerned in body alignment. Bibliographies follow each chapter, 
and a good cross index closes the book. 

The material is clearly presented and should be of value to 
any clinician in prescribing therapeutic exercise for a patient. 


® HISTOLOGY. By Arthur Worth Ham, M.B., F.R.S.C., Professor 
of Anatomy, in Charge of Histology, in the Faculties of Medicine and 
Dentistry, University of Toronto; Head of the Division of Biological 
Research, Ontario Cancer Institute, Toronto, Ontario, Canada. Ed. 3. 
Cloth. Pp. 894, with illustrations. Price $11.00. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 1957. 


In recent years the magic mirrors of the electron micro- 
scope have reflected heretofore unseen views of cell structure 
and activity, making possible the detailed study of cells’ intrica- 
cies. These rapid advances make constant revision of histology 
textbooks mandatory. Revisions here include the rewriting of 
the sections on the calcification of cartilage, the clotting of 
blood, basement membranes, and the respiratory portion of the 
lungs; extension of the chapters on hemopoietic tissue, striated 
muscle, peripheral nerves, and the degeneration and regenera- 
tion of nerves; and the addition of sections on transplantation 
of tissue, teeth, and the relation of plasma cells to the forma- 
tion of antibodies. The excellent discussion of the light, inter- 
ference, and the phase microscopes is well worth reading. 

Because of the particularly good table of contents and 
index, this is an exceptionally fine reference, and every physi- 
cian will find it valuable. 


B® PATHOLOGY. Edited by W. A. D. Anderson, M.A., M.D., 
F.A.C.P., F.C.A.P., Professor of Pathology and Chairman of the De- 
partment of Pathology, University of Miami School of Medicine; Direc- 
tor of the Pathology Laboratories, Jackson Memorial Hospital, Miami, 
F’orida. Ed. 3. Cloth. Pp. 1402, with illustrations. Price $16.00. The 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 1957. 


“We should all be students of pathology throughout our 
lives as physicians, differing from our undergraduate colleagues 
only in the stage of our learning and experience.” The editor 
of this now-standard text on pathology summarized in that way 


Vor. 57, Dec. 1957 


the basis upon which his book is constructed—complete infor- 
mation for the practicing physician who looks to this text as a 
reference, and basic knowledge for the beginning student for 
whom this text is an introduction to a vast subject. Differen- 
tiation between the two types of subject matter is made easier 
for the student by a change in type size; yet there is the 
advantage of having more complete information at hand with- 
out having to look in other references to satisfy curiosity of 
the need for enlightenment on a particular point. 

This new edition represents changes in balance of presen- 
tation, incorporation of advances in knowledge, and an increase 
in the proportion of illustrations. The general framework or 
the book remains the same, which is considered a “time-tested 
order” for teaching and reference. 


® THERAPEUTIC EXERCISES FOR THE TREATMENT OF THE 
NEUROLOGICALLY DISABLED. A Text for Corrective Therapists 
and Corrective Physical Educators. By Harold J. Brenner, M.S., As- 
sistant Chief, Corrective Therapy, Supervisor of the Neurological Service, 
Veterans Administration Hospital, Sepulveda, California. Cloth. Pp. 73, 
with illustrations. Price $3.50. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill., 1957. 


A textbook by definition is a manual of instruction. The 
instruction in this text is limited to descriptions, as vague as 
they are brief, of corrective exercises for hemiplegia, multiple 
sclerosis, parkinsonism, poliomyelitis, and polyneuritis. Cerebral 
palsy is not mentioned. 

On the jacket the publisher promises an analysis of thera- 
peutic exercises. It appears to be as unfeasible to analyze the 
almost nonexistent as to cover a subject of such scope in 52 
pages. 

In the section of each chapter headed by the tautologism 
“Corrective Therapy Treatment” the author indulges in fur- 
ther generalizations. 

There is no index. 


® A TEXTBOOK OF HISTOLOGY. By Alexander A. Maximow, late 
Professor of Anatomy, University of Chicago; and William Bloom, Pro- 
fessor of Anatomy, University of Chicago. Ed. 7. Cloth. Pp. 628, with 
illustrations. Price $11.00. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1957. 


Rapid advances in the field of histology have opened more 
tiny worlds to its students. Better microscopes make possible 
the isolation of newly discovered minute cells and a more thor- 
ough study of previously known cells. Many of the problems 
which confronted histologists earlier have been solved, and new 
ones have arisen. Histology is not static; constant revision of 
its texthooks is necessary so that physicians and medical stu- 
dents are kept abreast of this important work. 

Obsolete material has been deleted from and new material 
has been woven into this authoritative textbook. Many excel- 
lent illustrations, such as electron micrographs, have replaced 
outdated ones. A number of the charts, photographs, and draw- 
ings are in color, which enhances their value as educational 
tools. Subjects relevant to histology—submicroscopic analysis 
and function—are also covered. 

The importance of this book lies not only in its compre- 
hensiveness, but also in its timeliness. It is well worth the 
time it takes to read it. 


® ESSENTIALS OF FLUID BALANCE. By D. A. K. Black, M.D., 
F.R.C.P., Reader in Medicine, University of Manchester. Cloth. 
127, with illustrations. Price $3.75. Charles C Thomas, Publisher, 301- 
327 East Lawrence Ave., Springfield, Ill., 1957. 


The author endeavors to avoid the pitfalls of former writ- 
ers on the subject by keeping this book brief, unhampered by a 
spate of references, and concentrated on principles rather than 
their individual applications. 

After listing abbreviations for his terminology, he discusses 
sodium and potassium, the electrolytes present in body fluids 
in quantities sufficient to influence osmotic and electrostatic bal- 
ance. Another chapter deals with anions and acid-base balance. 
The book closes with suggestions for treatment of the individ- 
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ual patient as governed by examination of the alimentary tract, 
urinary and respiratory systems, nervous system and muscles, 
and circulation, and a laboratory evaluation of plasma. 

By maintenance of an academic tone, the author believes 
his presentation will be valuable to the general medical reader 
as well as to the undergraduate. 

Because the patient’s comfort, safety, and, occasionally, 
survival are contingent upon proper attention to fluid and elec- 
trolyte balance, the author believes in the need for a simple 
presentation of principles that is most likely to be read by 
those whose main concern in medical practice lies elsewhere 
than in body chemistry. The limited number of references (16 
pages, the 35 most recent studies starred for quick reference) 
are a guide for those who find this treatment of the subject 
inadequate. 


® MARTIUS’ GYNECOLOGICAL OPERATIONS with Emphasis on 
Topographic Anatomy. Translated and Edited by Milton L. McCall, 

F.A.C.S., Professor and Head, Department of Obstetrics and 
Gynecology, Louisiana State University School of Medicine, New Or- 
leans; Obstetrician and Gynecologist in Chief, L.S.U. Unit, Charity Hos- 
pital of Louisiana at New Orleans; and Karl A. Bolten, M.D., Formerly 
Instructor, Department of Obstetrics and Gynecology, Louisiana State 
University School of Medicine, New Orleans, and Scientist, L.S.U. Unit, 
Charity Hospital of Louisiana at New Orleans. Cloth. Pp. 405, with illus- 
trations. Price $20.00. Little, Brown & Co., 34 Beacon St., Boston 6, 
1957. 


Forthright description and clear illustration make this book 
unusually fine in the field of gynecologic operative technic. It 
is a translation of the seventh German edition of a standard 
European text, the first English translation since 1939. The 
same features that have made the work widely used in Europe 
will assure its acceptability in this country—to the practicing 
gynecologist who may find useful modifications in technic, to 
the resident who is establishing his individual technic, and to 
the general surgeon who needs a clear reference to aid in his 
perhaps infrequent encounters with gynecologic surgery. 

Some differences between German and American opinion 
on certain technics are reflected, and some operations are in- 
cluded that are outdated in America or have never been seri- 
ously evaluated here. Of the first type, the author’s defense 
of abdominal subtotal hysterectomy might be cited; of the sec- 
ond, the Alexander-Adams uterine suspension and the vaginal 
subtotal hysterectomy are mentioned. Some annotations have 
been made by the translators on the more obvious points of 
difference, but it is generally felt that the advantages of the 
text are so obvious that discrepancies between it and current 
American practice can be easily overlooked. 

There is no question of the value of this work. As the 
translator suggests, the book does not take the place of the 
several fine texts on this subject already available to English- 
speaking surgeons, but supplies a rich addition in a field where 
no single work can be complete. 


® THE DIAGNOSIS AND TREATMENT OF PULMONARY TU- 
BERCULOSIS. By Paul Dufault, M.D., Medical Director of the Rut- 
land State Sanatorium, Massachusetts Department of Public Health; 
with a chapter on pathology by A. Reynolds Crane, M.D., Professor of 
Pathology, University of Pennsylvania School of Medicine; Director, 
Ayer Clinical Laboratory of the Benjamin Franklin Clinic and the Penn- 
sylvania Hospital; Consultant to Valley Forge Army Hospital; and a 
chapter on pulmonary function by Oscar Feinsilver, M.D., Senior Visit- 
ing Physician at St. Vincent Hospital, Worcester, Massachusetts, and 
Bronchoscopist at the Rutland State Sanatorium. Ed. 2, thoroughly re- 
vised. Cloth. Pp. 426, with illustrations. Price $9.00. Lea & Febiger, 
Washington Square, Philadelphia 6, 1957. 


Because of the radical change in management of pulmonary 
tuberculosis in the past several years, a completely new text is 
presented as a substitute for one by Stone and Dufault, now 
outdated. 

The subjects of antibiotics and chemotherapy are treated in 
detail in this work, along with the new surgical technics per- 
fected during the past decade. The chapter on differential diag- 
nosis includes roentgenograms illustrating the difference be- 
tween pulmonary tuberculosis and the conditions which simulate 
it, and attention is called to the respective distinguishing fea- 
tures of each. Chapters on the evaluation of pulmonary function 


and on basic pathology add the skills of other specialists to 
the extensive knowledge of the author, and help to round out a 
most practical text. 


B® CHEMISTRY OF ERYTHROCYTES. Clinical Aspects. By H. 
Behrendt, M.D., Associate in Pediatrics, New York Medical College, 
Metropolitan Medical Center, New York, New York. Cloth. Pp. 227, 
with illustrations. Price $5.75. Charles C Thomas, Publisher, 301-327 
East Lawrence Ave., Springfield, Ill., 1957. 


The lack of an integrated description of recent advances in 
erythrocyte chemistry has prompted the author to assemble into 
a monograph the knowledge he has gathered in his years of 
study. The result is not a biochemical treatise in the usual 
sense, but rather a compilation of information with more imme- 
diate clinical significance. A clinical interpretation is given for 
the major sections of the work, including the nature and nor- 
mal amounts of erythrocytes, the qualitative and quantitative 
chemical changes associated with disease, and the relation be- 
tween erythrocyte and plasma composition. 

Only outline information on technics of chemical analysis 
is given; this brief description is augmented by a reference list 
for more complete coverage of the subject. There are no spe- 
cial sections on vitamin and hormone substances, but these topics 
are covered as the occasion demands. Other subjects directly 
discussed are: hemoglobin and its derivatives, proteins and non- 
protein nitrogenous substances, carbohydrates, lipids, water and 
electrolytes, trace elements, and enzymes. 


® THE PATHOGENESIS OF CORONARY OCCLUSION. By A. D. 
Morgan, M.A., M.D., Head of Morbid Anatomy Department and Reader 
in Pathology, Westminster Medical School, London, Consultant Patholo- 
gist, Westminster Hospital; With a Foreword by John B. Duguid, M.D., 
Professor of Pathology, University of Durham. Cloth. Pp. 171, with il- 
lustrations. Price $8.50. Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill., 1957. 


Corroboration of a new theory of the cause of narrowing 
in diseased arteries is presented by an English anatomist in 
“The Pathogenesis of Coronary Occlusion.” The new theory 
was first announced in 1955 as an M.D. thesis by the writer of 
the foreword, Dr. John B. Duguid. The book is therefore 
neither a primer nor a manual, but was published in its present 
form to avoid reducing the material to dogmatic statements 
unsupported by evidence, as would have been necessary during 
condensation to a length appropriate to medical journals. 

The heretofore accepted theory that the plaques of athero- 
sclerosis were degenerative swellings or growths of young con- 
nective tissue was illogical to Dr. Duguid, who questioned the 
ability of either such tissue to overcome the force of blood 
pressure to the extent of closing the arteries against it. 

The author’s autopsy studies of arterial lesions demonstrat- 
ed Dr. Duguid’s thrombogenic theory. The thickened lining 
consisted of organized and canalized solid matter of arterial 
thrombi that had become covered with endothelium and thus 
incorporated into the intima of the artery wall. 

He found that the organized thrombus looked exactly like 
an atherosclerotic plaque and was likewise of high fat content. 
However, he agrees with the theorist in attributing presence of 
fat not to high fat, high cholesterol diet exclusively, but to 
breakdown of red blood cells in the organized thrombus. 

He explains that the atheromatous plaque undergoes vas- 
cularization and, through hypertrophy, this capillary network 
further advances the atherosclerotic process by establishing the 
vicious cycle of degeneration, hemorrhage into the artery, and 
release of clots that in turn become covered by endothelium. 

Methods of combatting the process—diet, inhibitory factors, 
and control of contributing factors—are briefly discussed. These 
latter factors, such as hypertension and metabolic disorders, are 
stated to be of only secondary importance in the genesis of 
atherosclerosis. Inhibitory factors include such experimental 
substances as sitosterol, thyroid extract, potassium iodide, and 
the lipotropics. 

A brief history of the development of understanding of 
coronary occlusion includes the twelve theories of atherogenesis 
that have been elaborated through the years. The book is beau- 
tifully illustrated with microscopic sections of diseased arteries. 
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FOUNDATION COLLOQUIA ON ENDOCRINOLOGY. 
et. Regulation and Mode of Action of Thyroid Hormones. Edi- 
tors for Ciba Foundation, G. E. W. Wolstenholme, O.B.E., M.A., M.B., 
B.Ch.; and Elaine C. P. Millar. A.H.-W.C., A.I.R.C. Cloth. Pp. 311, 
with illustrations. Price $8.50. Little, Brown & Company, 34 Beacon St., 


Boston 6, 1957. 


Research in the field of endocrinology has prompted the 
Ciba Foundation to devote fifteen of its forty conferences to the 
general field, but this volume records proceedings of the first 
such meeting devoted entirely to the subject of the thyroid 

and. Because of the broad scope of even this topic, discussion 
was further limited to the regulation of the thyroid gland and 
the character and mode of action of its hormones. 

The usual informal exchange of ideas between the thirty 
participants is recorded in conversational fashion, presenting 
differing viewpoints on many specific topics. These scientific 
workers spoke as specialists in their fields, so that the language 
is somewhat technical and an acquaintance with certain concepts 
is presupposed; however, this is an attractive feature to the 
physician who has passed the fundamentals of endocrinology 
and desires a meaty condensation of current points of discussion. 


® THE PHYSIOLOGY AND BIOCHEMISTRY OF LACTATION. 
By S. J. Folley, D.Sc., Ph.D., F.R.S., Head of the Physiology Depart- 
ment, National Institute for Research in Dairying, Shinfield, Reading, 
Berks. Cloth. Pp. 153, with illustrations. Price $3.75. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


A complete review and critical analysis of current knowl- 
edge on the subject of lactation form the substance of this new 
monograph. Both the physiologic and biochemical processes in- 
volved in growth and function of the mammary gland are 
discussed; this study is purported to be the first of its kind. 

Subjects discussed are classified as follows: Development 
of the mammary gland, including an experimental analysis of 
hormonal influences; lactogenesis, both its biochemistry and its 
hormonal control at parturition; galactogenesis, with-discussions 
on prolactin, somatotrophin, and the pituitary-adrenal and pitui- 
tary-thyroid mechanisms; the physiology of suckling and milk- 
ing, including the milk-ejection reflex and its possible neuro- 
endocrine regulation, and the effector contractile tissue of the 
mammary gland; the biosynthesis of milk fat and its hormonal 
control, with discussions of earlier theories, the synthesis of 
fatty acids from “small molecules” in the mammary gland, 
origin of glycerol of the milk glycerides, and hormonal control 
of lipogenesis; and recent studies of the biosynthesis of lactose 
and milk proteins. 

The book is recommended as interesting to physicians, re- 
search workers, and students in various biologic fields. 


® FLUID AND ELECTROLYTES IN PRACTICE. By Harry Stat- 
land, M.D., Associate in Medicine, University of Kansas School of 
Medicine; Chief, Division of Internal Medicine, Menorah Medical Cen- 
ter, Kansas City, Missouri; Consultant in Medicine, Veterans Adminis- 
tration Hospital, Kansas City, Missouri. Ed. 2. Cloth. Pp. 229, with 
illustrations. Price $6.00. J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1957. 


The complexity of the subject of electrolyte and fluid bal- 
ance has caused many practitioners to avoid specialized texts on 
the subject; the author has planned this book to meet the needs 
of the practicing physician, even though he may be far re- 
moved from his studies in the basic sciences. How well the 
delicate balance between scientific accuracy and practical useful- 
ness has been maintained is demonstrated by the demand for 
a second edition. 

The general plan of the book includes discussion from two 
sides of the problem: Basic principles of fluid movements and 
the major abnormalities of volume, concentration, and acid-base 
balance comprise the first section; and the application of these 
principles to management of special diseases completes the 
book. Special attention is given to management of the surgical 
patient. 

Extensive revisions have brought the information up to 
date in such fields as potassium metabolism and renal excretion 
of potassium. The description of electrocardiographic changes 
in electrolyte imbalance has been expanded, a discussion of 
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salicylism added, and stress placed upon the role of ADH in the 
post-traumatic period. 


® THE HUMAN BRAIN. From Primitive to Modern. By A. M. 
Lassek, M.D., Ph.D., Professor of Anatomy, Boston University School 
of Medicine, Boston, Massachusetts. Cloth. Pp. 242. Price $4.75. Charles 
C. Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


An attempt to condense into limited space the substance of 
even a single viewpoint on such a highly controversial subject 
as the evolution of the human brain is at best problematic; 
such an ambitious venture would have intrinsically equivocal 
results. The thesis of this book is to show the evolution of the 
human encephalon from a simian background to its present high 
level of intellectual function; any antithetical ideas are given 
mere dismissal. 

Mechanically, the book might be commended for its brev- 
ity and broad coverage. The logic leaves something to be de- 
sired in several instances; the interesting fantasies which illus- 
trate the ascent of intelligence are largely based on supposition. 
A rather surprising placement of commas makes the book a bit 
difficult to read at times, and a misspelling of “archetype” is 
interesting in a discussion largely concerned with the precursor 
of man. 

The value of this work is largely as an interesting resume 
of customs of certain present-day primitive peoples, but the in- 
terpretation of philosophy included is too brief and biased to 
comprise a serious contribution to that field. 


B® ESSENTIALS OF CLINICAL PROCTOLOGY. By Manuel G. 
Spiesman, M.D., B.S., L.L.D., F.I.C.P., Associate Professor of Proctol- 
ogy, Chicago Medical School; Chief of Proctology, Mt. Sinai Hospital 
Rectal Clinics; Chief of Proctology, Edgewater Hospital; Former Head 
of the Cook County Hospital Rectal Clinic; and Louis Malow, M.D., 
B.S., F.A.C.S., Associate in Surgery, Chicago Medical School; Proc- 
tologist, Grant Hospital; Attending Staff Surgery, Edgewater Hospital; 
Rectal Clinic, Mt. Sinai Hospital; Diplomate, American Board of Sur- 
gery. Ed. 3. Cloth. Pp. 316, with illustrations. Price $8.75. Grune & 
Stratton, 381 Fourth Avenue, New York 16, 1957. 


Only the essentials of proctology are included in this book; 
this is largely accomplished by avoiding controversial points 
and by giving only those methods of diagnosis and treatment 
that the author has found most successful in his own practice. 
This book, now in its third edition, incorporates the latest de- 
velopments in the field. 

Among subjects treated in new or revised chapters are the 
following: the injection treatment of hemorrhoids; pediatric 
proctology; steps included in sigmoidoscopy; ulcerative colitis; 
hydradenitis suppurativa; pruritus ani, including illustrations 
and instructions for performing the “cloverleaf operation” for 
intractable cases, and the relationship of amebiasis to this con- 
dition; a new and simple histopathologic classification of polyps, 
and their treatment; postoperative complications; and coc- 
cygodynia and proctalgia fugax. There is an extensive section 
on the pecten band, pectenosis, and pectenotomy, which the 
author considers a subject basic to proper diagnosis and treat- 
ment of proctologic disorders. 


B® FUNDAMENTALS OF GENERAL SURGERY. By John Armes 
Gius, M.D., D.Sc. (Med.), F.A.C.S.; Professor of Surgery, College of 
Medicine, State University of Iowa. Cloth. Pp. 720, with illustrations. 
Price $12.50. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 
11, 1957, 


Recognition of the disproportion between the vast amount 
of knowledge included in the field of surgery and the limited 
time and capacity of a student in an undergraduate course has 
caused the author to rethink essential teachings and construct a 
textbook accordingly. He has included principles and basic 
ideas about surgical management, with emphasis laid on the 
pathophysiologic mechanisms as they apply to the surgical pa- 
tient, and a holistic approach to patient care. 

The author readily admits limitations in the information 
contained in this text and recommends active participation in a 
clinical situation to teach practical application of the basic prin- 
ciples laid down in this text. Such limitation gives the instruc- 
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tor latitude for teaching by personal conferences, lectures, and 
ward rounds. For the medical instructor who prefers this type 
of freedom, the text here presented may well answer a long-felt 
need. Certainly the “whole-patient approach” is consistent with 
the principles of osteopathic medicine. 


B® CLINICAL ORTHOPAEDICS. By Anthony F. DePalma, Editor- 
in-Chief with the Assistance of the Associate Editors, the Board of 
Advisory Editors, and the Board of Corresponding Editors. Number 
Nine. Cloth. Pp. 353, with illustrations. Price $7.50. J. B. Lippincott 
Company, East Washington Square, Philadelphia 5, 1957. 


The ninth volume in this series is mainly concerned with 
the pathologic physiology of metabolic bone disorders. Multiple 
myeloma, effects of x-rays on bones, varieties of rickets, and 
structure of bone mineral are a few of the topics covered by 
the excellent articles. The third part of the special section on 
motorist injuries and safety is included, as well as several 
articles of general interest to orthopedists, such as skin grafts 
in hand surgery, ankle fusion in the abseuce of the talar body, 
and prosthetics in child amputees. 

The work maintains its usual high standards of craftsman- 
ship and timeliness and is a valuable reference for all physi- 
cians who work with orthopedic patients. 


B® MECHANISMS OF HYPERTENSION. With a Consideration of 
Atherosclerosis. By Henry Alfred Schroeder, M.D., F.A.C.P., Associate 
Professor of Medicine and Director, Hypertension Division, Department 
of Internal Medicine, Washington University School of Medicine; As- 
sistant Physician, Barnes Hospital, Saint Louis, Missouri. Cloth. Pp. 
379, with illustrations. Price $9.00. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Ill., 1957. 


This book presents a refreshing treatment of a subject 
often tiresomely and inconclusively discussed. Instead of de- 
bating endlessly, with support from opposite schools of thought 
that have grown up around this important disorder, the author 
firmly arrives at conclusions that, although admittedly the 
opinions of one man, are supported by cited evidence. 

The book is an excellent summary of known facts con- 
cerning mechanisms that trigger off hypertension, effects of 
the disease on many systems of the human body, and sugges- 
tions for its alleviation and cure. On the basis of what the 
author has written, one is inclined to agree that the avenue of 
further research is clear. 

There is an especially agreeable shift of emphasis away 
from the current tendency to appoint the psyche as the main 
culprit in development of certain forms of hypertension. Instead, 
the author assigns physical causes to psychic manifestations, 
thus making them amenable to treatment with drugs. 

A brief section of the book shows the interrelation of 
hypertension and atherosclerosis and offers dietary means of 
halting and possibly reversing the formation of atheromatous 
plaque. 


® DEGENERATIVE CHANGES IN THE STERNOCLAVICULAR 
AND ACROMIOCLAVICULAR JOINTS IN VARIOUS DECADES. 
By Anthony F. DePalma, M.D., James Edward, Professor and Head 
of the Department of Orthopaedic Surgery, Jefferson Medical College; 
Attending Orthopaedic Surgeon, Jefferson Medical College Hospital; At- 
tending Orthopaedic Surgeon, Philadelphia General Hospital; Attending 
Orthopaedic Surgeon, Methodist Episcopal Hospital; Consulting Ortho- 
paedic Surgeon, Veterans Administration Hospital, Philadelphia, Penn- 
sylvania; Attending Orthopaedic Surgeon, Fitzgerald Mercy Hospital, 
Darby, Pennsylvania; Consulting Orthopaedic Surgeon, Orange Memorial 
Hospital, Orange, New Jersey. Cloth. Pp. 178, with illustrations. Price 
$5.50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill., 1957. 


In reviewing the literature on “Degenerative Changes in the 
Sternoclavicular and Acromioclavicular Joints in Various Dec- 
ades,” the author. found nothing of value on the subject since a 
German study in 1934. He therefore undertook the study him- 
self. The first section of his work traces the alterations that 
occur in these joints from the first through the tenth decades. 
The text is illustrated with photographs, photomicrographs, and 
roentgenograms of the articulations discussed. 

The author challenges concepts dogmatically handed down 
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regarding anatomic factors once thought responsible for sta- 
bility of these joints, and suggests that both thinking on the 
subject and operative procedures previously used for stabiliza- 
tion of disrupted joints be modified and in some cases aban- 
doned. 

He establishes anatomic norms for the shoulder as a whole 
and by this new concept explains the infrequent involvement of 
the sternoclavicular joint and the frequent implication of the 
acromioclavicular joint as a result of wear and tear, trauma, 
and senescence. Whereas the sternoclavicular joint can with- 
stand the arduous work placed upon it, the acromioclavicular 
joint is unable to meet the demands made on a prehensile limb 
and is highly vulnerable to minor injury. 

The book was written for the general practitioner, surgeon, 
and rheumatologist, as well as for all who deal with diagnosis 
and treatment of painful shoulder. It should be of special value 
to the osteopathic physician. 


B® THE PREMATURE BABY. By V. Mary Crosse, O.B.E., M.D. 
(Lond.) D.P.H., M.M.S.A., D.(Obstet.)R.C.0.G.; Consultant Paediatri- 
cian, Little Bromwich General Hospital, Solihull Hospital, Moseley Hall 
Children’s Hospital, Sorrento Maternity Hospital, Marston Green Ma- 
ternity Hospital, etc.; Lecturer in Paediatrics and Child Health, Univer- 
sity of Birmingham; Lecturer in Paediatrics, Central Midwives Board; 
Member of Expert Advisory Panel on Maternal and Child Health (with 
special relation to Prematurity), World Health Organization. Ed 4, 
Cloth. Pp. 242, with illustrations. Price $5.00. Little, Brown & Com- 
pany, 34 Beacon St., Boston 6, 1957. 


Infant mortality, though greatly reduced, still presents a 
widespread problem when its cause is prematurity. The second 
World Health Assembly recognized it as such by organizing an 
Expert Committee in Prematurity in April 1950. According to 
the author, a member of the Committee, the prevention of 
premature labor and care of the infant during labor and 
after birth are the best methods to bring about a reduction in 
mortality statistics. 

At the Sorrento Maternity Hospital in Birmingham, Eng- 
land, a complete service for premature babies was established 
in 1931. In this fourth edition of a book by its leading obste- 
trician, the progress and latest theories of the clinic are re- 
viewed thoroughly. Revisions include the rewriting of the sec- 
tions on atelectasis, hemorrhagic disease, hemolytic disease, 
kernicterus, and retrolental fibroplasia, and the addition of a 
section on nasogastric feeding. Of course, the statistics on the 
various charts have been brought up to date. The results of a 
recent survey in Britain on the causes of premature birth and 
the causes of death among premature babies are discussed. 

Although brief, this volume adequately describes care of 
the preimature infants at the Sorrento Maternity Hospital and 
should be helpful and informative to any physician interested in 
perinatal deaths. 


®& OBESITY. Its Cause, Classification, and Care. By E. Philip Gel- 
vin, M.D., F.A.C.P., Associate in Medicine, New York Medical College, 
F ower and Fifth Avenue Hospital; Physician-in-Charge, Obesity Clinic, 
Metropolitan Hospital, New York; and Thomas H. McGavack, M.D., 
F.A.C.P., Professor of Clinical Medicine, New York Medical College, 
Flower and Fifth Avenue Hospital, New York. Cloth. Pp. 146. Price 
$3.50. Paul B. Hoeber, Medical Book Department of Harper & Brothers, 
49 E. 33rd St., New York 16, 1957. 


In recent years the problem of obesity has received a great 
deal of attention in the United States. As more and more peo- 
ple become aware of the social, hygienic, and psychologic as- 
pects of being overweight, physicians are more often confronted 
with the problem of helping these patients not only in losing of 
excess weight, but also in maintenance of normal weight. 

Much has been published on the management of obesity, 
but probably little has been written-in such a concise, matter- 
of-fact style. The facts are presented, and the implications of 
their pros and cons are discussed. Common sense is emphasized 
in the investigation of the cause and cure of obesity. This 
small but complete volume would be a valuable aid to all physi- 
cians because, in the authors’ words “. . . the program for the 
management of obesity . . . is safe, effective, and .consistent 
with principles of good nutrition, yet simple for the physician 
to prescribe and convenient for the patient to observe.” 
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a new useful dosage form of Equanil 


® 
Philadelphia 1, Pa. 


® 
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Meprobamate, Wyeth 


Especially coated, easy to swallow 

Tranquilizer-conscious patients will not recognize new yellow tablets 
Different from regular 400-mg. and 200-mg. tablets 

Same indications, same dosage as original EQUANIL 


NOW YOU HAVE A CHOICE OF 3 EQUANIL TABLETS 


fel 400 mg. 
EEE Yellow tablets, bottles of 50. 


200 mg, 400 mg. 
Distinctive, shield-shaped, Regular, scored, white 
scored tablets for fine dosage tablets, bottles of 50. 
adjustment, bottles.of 50. 

® 
® 
® 


—A Wyeth normotropic drug for nearly 


every patient undef stress 


*Trademork. Promethazine hloride, Wyeth. 
$Promazine Hydrochloride, 


a 
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Results with RIASOL have brought hope to 
despondent patients suffering from psoriasis. To 
the young woman who sees no prospect of mar- 
riage, to the young man whose business and social 
career seems wrecked, successful results with 
RIASOL have opened up a new vista of hope. 


The clinical experience of thousands of physi- 
cians who are prescribing RIASOL shows positive 
results in 76% of cases. Itching is controlled im- 
mediately and the scales and reddened patches 
often clear up in a matter of weeks. Recurrences 
are minimized. 


RIASOL* contains mercury 0.45% chemically 
combined with soaps, phenol 0.5% and cresol 
0.75% in a saponaceous liquid vehicle designed to 
penetrate the superficial layers of the epidermis. 
A thin film is applied every night, after washing 
and drying the skin area. Non-staining, easily ap- 
plied. No bandaging. Supplied in 4 and 8 fld. oz. 
bottles at pharmacies or direct. 


*T. M. Reg. U. S. Pat. Off. 


After Use of Riasol 


Test RIASOL Yourself 


May we send you professional literature and generous clinical 
package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-1257 12850 Mansfield Avenue Detroit 27, Michigan 
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...why do you 


call my baby’s | 


In contrast to proprietary formulas, - decreased in carbohydrate in di- 
which can only be made weaker or rect ratio with the infant’s increas- 
stronger, the evaporated milk for- ing ability to assimilate solid foods. 
mula is flexible because it can be: _ ysed in place of fresh milk at nor- 
— adjusted in dilution and carbohy- mal milk dilution during weaning 
drate content to meet neonatal from bottle to cup. 

needs without renal overload. 


- gradually increased in concentra- 


tion and the carbohydrate specified arnation @nation 


by the physician as the baby grows. 
adjusted in concentration, nu- 
tritional balance, or both, in any —qua/ity in today’s trend to 
period of stress, such as illness. the individualized formula. 
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Willie, the Worrier 


Nothing is too trivial for him to worry 
about. His mind is constantly on a tread- 
mill, mulling over money, people, and 
calamities that never happen. To relax the 
feverish activity of worrisome minds like 
Willie’s, BUTISOL SODIUM offers the 
gentle type of ‘‘daytime sedation” needed. 


BUTISOL SODIUM® 


BUTABARBITAL SODIUM 


Laboratories, Inc. 
Philadelphia 32, Pa. 


TABLETS, 15 mg. (% gr.), 30 mg. (% gr.), 50 
mg. (% gr.), 100 mg. (1% gr.), R-A (Repeat 
Action) 30 mg. and 60 mg. 


ELIXIR, SO mg. (4 gr.) per 5 cc. 


CAPSULES, 100 mg. 
(1% gr.) 


FOR THE ENTIRE RANGE OF RHEUMATIC-ARTHRITIC 


DISORDERS—from the mildest 
to the most severe 


many patients with MILD involvement can be effectively 
controlled with 


many patients with MODERATELY SEVERE involvement 
can be effectively controlled with 


\\ and NOW for patients with 
SEVERE involvement 


M ind 


SSED TABLETS 


The first meprobamate-prednisolone therapy 


the one antirheumatic, antiarthritic that 
simultaneously relieves: (1) musclespasm 
(2) joint inflammation (3) anxiety and 
tension (4) discomfort and disability. 


SUPPLIED: Multiple Compressed Tablets 
in three formulas: ‘MEPROLONE’-5— 
5.0 mg. prednisolone, 400 mg. meproba- 
mate and 200 mg. dried aluminum hy- 
droxide gel. ‘MEPROLONE’-2— 2.0 mg. 
prednisolone, 200 mg. meprobamate and 
200 mg. dried aluminum hydroxide 
gel. ‘MEPROLONE’-1 supplies 1.0 mg. 
prednisolone in the same formula as 
‘MEPROLONE’-2. 


g MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC. 
PHILADELPHIA 1, PA. 


*MEPROLONE’ is a trademark of Merck & Co., Inc. 
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...is the price your patient pays in heart 
disease, hypertension, arteriosclerosis—and the many other hazards of obesity. 


In addition to suppressing the obese patient's appetite— 


SYNDROX 


Methamphetamine Hydrochloride 


helps to make life look brighter. It keeps morale up and food intake down. 


Syndrox Tablets (5 mg.) 
Elixir (5 mg. per 5 cc.) 


| Mc N E IL} LABORATORIES, INC. « PHILADELPHIA ia PA. 
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NEW 1957 BOOK! 


ALCOHOLISM 


HEWITT 


By DONALD W. HEWITT, M.D. 


Chief Medical Advisor, Charity Alcoholic Rehabilitation Center 
Los Angeles, California 


NEW. Few doctors have been trained to treat 
alcoholics in the practical manner required to 
assure constructive and lasting effects. Yet it is 
the family physician who almost always sees 
such patients first. This is believed to be the 
first book of its kind intended primarily for 
the general physician to help him meet the 
wide-spread need for specific management, 
treatment and follow-up therapy of alcoholism 
as it is encountered on all social levels. It is a 
clear, comprehensive analysis of the deep- 
seated medical, sociological and psychological 
problems that confront the alcoholic patient. 


New. 


Washington Square 


112 Pages, 


LEA & FEBIGER 


The work is based on the successful results 
obtained from treating an average of 100 alco- 
holics a month in the largest alcoholic reha- 
bilitation center of its kind in the western 
United States. Dr. Hewitt establishes a new un- 
derstanding and sympathy on the part of the 
physician and stresses the vital need to secure 
the confidence and cooperation of his alcoholic 
patient’s family and friends. The necessary 
steps which must be taken—and how to take 
them—are outlined clearly. Antabuse, Thora- 
zine, Sparine and other currently accepted 
drugs are included in the sections on therapy. 


3.00 


Philadelphia 6, Pa. 


FOR EFFECTIVE 


CORTICOSTEROID THERAPY 


PARACORTOL 


-DAVIS 


three to five times the activity of hydrocortisone 


supplied: 
5 mg. and 2.5 mg. scored tablets; a iL = PARKE. DAVIS & COMPANY 
bottles of 30 and 100. z “ és DETROIT 32. MICHIGAN 
ER » 
*TRADE MARK 
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Decidual bleeding due 
to capillary fragility 
leads to abortion 


Hesper-C Prenatal 


with capillary-protective factors plus vitamins-minerals 


a precaution in every pregnancy 
a necessity in habitual abortion” 


Routine care during pregnancy should include protection against decidual bleeding. To 
guard against spontaneous and habitual abortion, Hesper-C Prenatal provides the essential 
capillary-protective factors (hesperidin complex and ascorbic acid) plus the supplemental 
vitamins and minerals required during gestation. 


The usual daily dosage (2 capsules t.i.d.) provides: Thiamine Mononitrate .......ceeceeeeeees+ 70 MQ. 
HESPERIDIN COMPLEX 600 mg. Riboflavin 4.5 mg. 
Calcium Pantothenate Guy. 0.3 mg. 
Calcium Carbonate (500 mg. calcium) ..... 1.25Gm. Pyridoxine Hydrochloride ................ 10.0 mg. 
Vitamin. A Acetate «......cc0c6s- 6,000 U.S.P. Units Copper Sulfate (3.0 mg. copper) .......... 12.0 mg. 
1,200 U.S.P. Units Potassium Iodide (0.3 mg. iodine) .......... 0.4 mg. 


Providing the daily requirements or more of vitamins and iron during pregnancy as recommended 
by the National Research Council. 


1. Greenblatt, R. B.: Obst. & Gynec. 2:530, 1953. 
2. Dill, L. V.: M. Ann. District of Columbia 23:667, 1954. 


THE NATIONAL DRUG COMPANY Products 


Original 
Philadelphia 44, Pa. 
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when the'jelly-alone’ method proven 


EFFECTIVE 


TRADEMARK 


the outstandingly competent 
spermatocidic agent.....is 


is advised, NEW Koromex@) 


now available to physicians. 


STABLE 


availability, another H-R “first”... 

Large tube of Koromex vaginal jelly, 125 grams, 
with patented measured dose applicator, is supplied in 

a washable, appealingly feminine zippered kit, at no 

extra charge, for home storage. 
The 125 gram tube of Koromex@) may also be 

bought separately at any time. 

Factual literature sent upon request. 


The beautiful zippered plastic kit — originated by H-R — 
the modern way to store the jelly and the applicator. 2.0% 
Polyoxyethylenenonylphenol 0.5% 


active ingredients: 
in a special barrier type base 


HOLLAND-RANTOS CO., INC. e 145 HUDSON STREET, NEW YORK 13, N. ¥Y. 
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when anxiety must be relieve 


‘Compazine’ controls anxiety and tension’ 
—rapidly and with minimal side effects. 


Most patients on “Compazine’ are not 
lethargic or logy. They carry out their 
normal activities unhampered by 
drowsiness and depressing effect. 


‘4 


Com 


the tranquilizer remarkable for its freedom 


available: from drowsiness and depressing effect 


Tablets, Ampuls and Spansule® 
sustained release capst les ‘ 
Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 


Vox. 57, Dec. 1957 


4 
| 
* 
: 
59 
+ 


ow combined: 
muscle relaxant 
analgesic 


and when a steroid. 
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by mouth...by vein... 
palliation achieved in prostatic carcinoma 


STILPHOSTROL 


Diethylstilbestrol Diphosphate, AMES Tablets - Ampuls 


“,.easy and safe to give very large doses...””’ 


@ Better tolerated than unphosphorylated stilbestrol 

@ Permits higher doses for more effective palliation 

e Benefits patients “...even after other estrogens have failed”? 

@ Relieves pain, reduces urinary symptoms and increases well-being 

e Tablets permit initial or maintenance treatment of ambulatory as well as 
hospitalized patients 

1. Flocks, R. H.: J.A.M.A. 163:709 (Mar. 2) 1957. 


2. Flocks, R. H.; Marberger, H.; Begley, B. J., 
and Prendergast, L. J.: J. Urol. 74:549, 1955. 


For complete information, write to: 
Medical Department 


AMES 
COMPANY, INC » ELKHART, INDIANA 
AMES COMPANY OF CANADA, LTD., TORONTO 


37287 
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for 

nausea and vomiting 
of pregnancy 


motion sickness + inner-ear disturbances 


SOFTAB FORM 
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pleasant-tasting Softab* 
melts quickly in the mouth— | 
no water needed |, 

attacks basic causes centrally |. 
and peripherally | 

contains both antiemetic | 

and antispasmodic | 

longer acting—lower in cost | 


Each Softah contains: 

Buclizine Hydrochloride... 50 mg. 

Vitamin Bs ........... 10 mg. 
Scopolamine (Hyoscine) 

Atropine Sulfate ....... 0.05 mg. 

Hyoscyamine Sulfate .. .0.05 mg. 


Write for samples and literature 


THE STUART COMPANY 
PASADENA, CALIFORNIA 


*rm/PAT. PEND. 
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LABORATORIES INC 
SYRACUSE, NEW YORK 


‘DUANAT’ REPRODUCTION, PAT. PENDING. 


INTENSIFIED 
BROAD-SPECTRUM 
ANTIBIOTIC 
CONTROL 


often the difference 
between rapid and 
delayed response 


letrex 


Tetracycline Phosphate Complex CAPSULES 


“absorption with tetracycline 
phosphate complex [TETREXx] is about 
twice as efficient as that obtained 
with tetracycline hydrochloride”’ 


practically sodium-free pure 
compound—not a mixture—freely 
indicated in low-sodium regimens 
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Bristol 
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now toward 


“saturation control” 
in urinary 
tract infection 


Azotrex 


CAPSULES 


intensified tetracycline control with TETREX 


potentiated in anti-infective concentration 
and range by sulfamethizole — outstanding 
sulfonamide for solubility, absorption, safety 
plus the remarkably rapid and specific g.u. 
analgesic action of phenylazo-diamino- 
pyridine HC] in dysuria, frequency and urgency 


Each AZOTREX Capsule contains: 


TETREX (tetracycline phosphate complex) 125 mg 
(tetracycline HCI activity) 

Sulfamethizole .. . 250 mg 

Phenylazo-diamino-pyridine HCL . . . . 50 mg. 


Minimum adult dose: One capsule q.i.d. 
Supplied: Bottles of 24 capsules 


plus analgesia 


Bristol 


SYRACUSE, NEW YORK 


*‘DUANAT’ REPRODUCTION. PAT. PENDING. 
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To the point 
of infection 
as in septicemia 


Bristol 


SYRACUSE, NEW YORK 


‘DUANAT’ REPRODUCTION. PAT. PENDING. 


INTENSIFIED 
BROAD-SPECTRUM 
ANTIBIOTIC 
CONTROL 


Tetracycline Phosphate Complex CAPSULES 


often the difference 


between rapid and 
delayed response 


blood levels practically double those of 
tetracycline hydrochloride within 1-3 
hours / maintains higher blood levels 
than tetracycline hydrochloride up 
to 24 hours/a single, highly effictent 
antibiotic permitting simple, flexible 
dosage / equally effective on conventent 
b.i.d. schedule, as on a q.i.d. schedule 

practically sodium-free—pure com- 
pound—not a mixture. 


Supplied: TETREX Capsules containing the equivalent of 250 mg. 
tetracycline HC! activity; botties of 16 and 100. New TETREX Pediatric 
Capsules containing the equivalent of 100 mg. tetracycline HCI activity; 
bottles of 25 and 100. 
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INTENSIFIED 
TETRACYCLINE 
CONTROL 


new for respiratory 


In ifections 


Integrated with 
ANALGESIA CONTROL 
ANTIHISTAMINE CONTROL 


The only anti-infective 
preparation 
providing “all-factor” 
control through the 

(1) faster, higher blood 

levels and broad-range activity 

of TETREX (2) analgesic-antipyretic 

action of apc (3) notably potent 

antihistamine effects of BRISTAMIN, 

virtually free of somnolence. 


Specific therapy for bacterial infections 
caused by tetracycline-sensitive 
organisms. Ideal adjunctive therapy 
in common respiratory infections 

for control of secondary 

bacterial invasion. 

Convenient, economical. 


Bristol 


SYRACUSE, NEW YORK 


Each capsule contains: 


TETREX (tetracycline phosphate complex) 125 mg. 
(tetracycline HC! activity) 


Bristamin (Phenyltoloxamine Citrate). . 25 mg. 


Usual dose: One or two capsules q.i.d. 
Supplied: Bottles of 24 


® ‘DUANAT’ REPRODUCTION. PAT. PENDING 


WITH BRISTAMIN® 
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ug with great new promise* 


Creating a.major d: 

| ~*Coming soon from 
Lae MATORIE \MERICAN CYANAM COMPANY, PEARL RIVER, NEW Y 


AzoTREX is the only 
urinary anti-infective 
agent combining: 


(1) the broad-spectrum 
antibiotic efficiency of 
TETREX—the original 

tetracycline phosphate 
complex which pro- 
vides faster and higher 


blood levels; 
(2) the chemothera- 
ey peutic effectiveness of 
sulfamethizole—out- 
did standing for solubility, 
ys absorption and safety; 


(3) the pain-relieving 
action of phenylazo- 
diamino-pyridine HCl 

—long recognized as a 
urinary analgesic. 


-ABORATORIES IN: 
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This unique formulation 
assures faster and more 
certain control of urinary 
tract infections, by provid- 
ing comprehensive effec- 
tiveness against whatever 
sensitive organisms may 
be involved. Indicated in 

the treatment of cystitis, 
urethritis, pyelitis, pyelo- 
nephritis, ureteritis and 
prostatitis due to bacterial 
infection. Also before and 
after genitourinary surgery 
and instrumentation, and 
for prophylaxis. 

In each AZOTREX Capsule: 

TETREX (tetracycline phos- 
phate complex)....125 mg. 

Sulfamethizole ..........250 mg. 


Phenylazo-diamino- 
pyridine HCl ...... 


acycline -sulfonamide-analgesic achen 


Min. adult dose: 1 cap. q.i.d. 


* prompt antimycotic 
+ continuing prophyla 


DESE 


POWDER 


For most effective and convenient therapy and continuing prophylaxis, use 


Desenex as follows: 


At NIGHT the Ointment (zincundecate)—1 oz. tubes and 1 Ib. jars. 
During the DAY the Powder (zincundecate)—1' oz. and 1 Ib. containers. 
After every FOOT BATH the Solution (undecylenic acid)—2 fl. oz. and 
1 pt. bottles. Use only when skin is unbroken. 
‘In otomycosis Desenex solution or ointment 


7 4 Write for free sample supply to Professional Service Department. 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., Belleville 9, N. J. 
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PAINFUL JOINTS 
AND MUSCLES 


@ Bursitis | 
@ Sprains 


ASD IWSHL 


an 


Myositis | 
@ Arthralgia 


Pain, inflammation, swelling and congestion are quickly 
relieved by local application of Arthralgen. 


AIR THUR AILGIEN ° 


(Arthralgesic Unguent) 


Contains: 

Methacholine Chioride—for vasodilatation of both 
arterioles and capillaries 

Methyl Salicylate—for analgesia 

Thymol and Menthol—for penetrating warmth 


1 oz. tubes and 8 oz. jars. Samples on request. 


Chicago 11, Illinois 


MODERNIZE —_ 
__-wirn mew STEELINE 


919 North Michigan Avenue, 


<a 


| 


Designed to make your work faster + easier « 
more pleasant 
Your Aloe representative will provide graphic, 
specific assistance in the planning of your new office 
or modernization of existing facilities. Write today — 
for our colorful new brochure describing STEELINE 
practice-tested equipment. No cost or obligation, 
of course. Dept. 116. 

14 fully-stocked 
a.s. aloe company | ivision... 
1831 OLIVE STREET © ST. LOUIS 3, MO. coost to coast 
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release from anxiety 


ULTRAN 


(Phenaglycodol, Lilly) 


-.-helps restore normal emotional 


composure without impairing mental acuity 


Dosage: ‘Ultran’ quickly allays anxiety and tenseness. Broadly 

Usually 1 pulvule t.i.d. evaluated under carefully controlled conditions, 

yeqononed ae ‘Ultran’ has been shown to be unusually safe. There 
s attractive uoise- 

endaihite pose of are no contraindications. It is chemically unique— 

300 mg. not related to any other tranquilizer. 


ELI! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


774131 
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HREE T0_FIVE THE H F CORTISON 


supplied: 5 mg. and 2.5 mg. scored 
bottles of 30 and 100. 
*TRADE MARK 
e 2 


PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN 
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NEW HYDE PARK, N. Y. 
Gentlemen: Please send free © Histacoun 


Bookkeeping samples and literature, 20 


obligation on my part. 
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really saves me work .. . |: 
I PROFESSIONAL PRINTING COMPANY, ING 


Acetaminophen, Mead Johnson Syrup 
first physician-controlled 
antipyretic/analgesic in drop 


and teaspoon dosage forms 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


you can help ease the return to normal temperature 


* easy to give, easy to take 
* prompt and safe relief of fever, pain and discomfort 


- on & only—gives you better control of medication and 
dosage...gives parents added confidence 


References on Acetaminophen: 


(1) Goodman, L. S., and Gilman, A.: The Pharmacological Basis of Therapeutics, 
ed, 2., New York, The Macmillan Company, 1955, p. 313. (2) Batterman, R. C., 
and Grossman, A. J.: Fed. Proc. 14:316, 1955. (3) Wallenstein, S. L., and Houde, 
R. W.: Fed. Proc. 13:414, 1954. (4) Flinn, F. B., and Brodie, B. B.: J. Pharmacol. 
& Exper. Therap. 94:76, 1948. (5) Mérner, K. A. H.: Ztschr. physiol. Chem. 
13:12, 1889. (6) Brodie, B. B., and Axelrod, J.: J. Pharmacol. & Exper. Therap. 
94:29, 1948. (7) Brodie, B. B., and Axelrod, J.: J. Pharmacol. & Exper. Therap. 
97:58, 1949. (8) Greenberg, L. A., and Lester, D.: J. Pharmacol. & Exper. 
Therap. 88:87, 1946. (9) Smith, P. K., in Drill, V. A.: Pharmacology in Medicine, 
New York, McGraw-Hill Book Company, 1954, 21/1-4. (10) Lester, D., and Green- 
berg, L. A.: J. Pharmacol. & Exper. Therap. 90:68, 1947. 
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lowering b.p. comfortably 


Konart shows course of hypertensive 
patient over 31/2 years. Red area shows pressure before treat- 
ment—as high as 270/150. Black area shows response to Serpasil 
and Apresoline therapy. This favorable response to Serpasil/ 
Apresoline was achieved with a maximum of only 100 mg. Apresoline 
daily, a dose so low as to virtually eliminate side effects. 
(Chart adapted from Wilkins, R.W.: Ann. New York Acad. Sc. 59: 
36, 1954.) When blood pressure must come down, consider Serpasil- 
Apresoline combination tablets. Serpasil®-Apresoline® HCl 
(reserpine-hydralazine HCl CIBA). C [| B A Summit, N.J. 
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HEAD COLD 


PHENAPH 


Phenaphen Plus is the physician-requested each coated tablet contains: Phenaphen 


Phenacetin(3gr.). ..... 


combination of Phenaphen, plus an anti- 


histaminic and a nasal decongestant. Phenobarbital (% gr.) . . . 
y Hyoscyamine Sulfate .. . 


Available on prescription only. 


Prophenpyridamine Maleate . . 
Phenylephrine Hydrochloride . 


194.0 mg. 


+ 162.0 mg. 


16.2 mg. 


- 0.031 mg. 


12.5 mg. 
10.0 mg. 


EFFECTIVE TREATMEN 
AND PREVENTION C 


Journat A.O.A. 
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LOW BACK PAIN? 


keep her “up and about” with. 


| 


skeletal muscle relaxant 


Zoxazolamine* 


benefits 80 per cent of patients Clinically established as an effective lissive agent, 
FLEXIN has produced good to excellent results in low back disorders in about 80 per cent of patients 
treated.'? FLExiN may also be expected to relieve muscle-spasm discomfort in a high percentage of 
patients with sprains, muscle strains and contusions, fibrositis, bursitis, myositis, and spondylitis.4 


supplied Pink, enteric coated tablets (250 mg.), bottles of 36. Yellow, scored tablets (250 mg,), bottles of 50. 


references 1 settel, £.: Am. Pract. & Digest Treat. 8:443, 1957. (2) Johnson, H. J., Jr.: Am. Pract. & Digest Treot., in press. (3) Council 
on Pharmacy and Chemistry, A.M.A.: New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Company, 1957, p. 508. 


*U.S. Patent Pending - 13887 
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Laboratories, Inc - Philadelphia 32, Pa. 


how your patients can relieve nasal congestion in seconds 


Those “‘inaccessible’”’ areas—The vasoconstrictive vapor 
of ‘Benzedrex’ Inhaler diffuses evenly throughout the 
nasal cavity, opening ostia and ducts which are fre- 
quently inaccessible to other intranasal preparations. 
Drainage is established; congestion relieved; headache, 
pressure pain and “‘stuffiness” alleviated. 


A major research achievement—The active ingredient in 
‘Benzedrex’ Inhaler is propylhexedrine, a compound 
developed by S.K.F. specifically to provide rapid and 
prolonged decongestion. (Each Inhaler is packed with 
propylhexedrine, S.K.F., 250 mg.; and aromatics.) 


For the ambulatory patient—Wide margin of safety... 
effectiveness . . . convenience . . . ease of application... — 
all these adapt ‘Benzedrex’ Inhaler for use between 
office treatments. 


No excitation or wakefulness—A unique advantage of 
‘Benzedrex’ Inhaler is that it produces almost no central 
nervous stimulation. It may be freely used even by those 
patients in whom such ephedrine-like side effects as 
insomnia, restlessness, or nervousness are frequently 
encountered. Smith, Kline & French Laboratories, 
Philadelphia, Pa. 


for your patients’ comfort between 
visits to your office 


BENZEDREX* INHALER 


*T.M. Reg. U.S, Pat. Off. 
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“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate. ® “Meprotabs” are pleasant tasting, and easy to - 
swallow. #In this new form, the nature of medication is not iden- 
tifiable by the patient. = ““Meprotabs” are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice. = Usual 


dosage: One or two tablets t.i.d. “MI epr ot ab i 


® 
Ww WALLACE LABORATORIES, New Brunswick, N. J. (2-methyl.2-1-propyl-1, 3-propanedio! dicarbamate) 
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PACATAL 


“Frank! We really missed you!” 


You recall Frank ...just a while ago suspicious and resentful of 
his associates ... convinced they were all against him. Gradually he became 
trigger-sensitive to criticism, incensed over his wife’s supposed infidelity, 


full of hypochondriacal complaints and fears. Because of this 


alarming personality change, Pacatal was instituted: 25 mg. t.i.d. 


Pacatal therapy saved this executive from an imminent breakdown. 


For patients on the brink 
of serious psychoses, Pacatal provides more 
than tranquilization. Pacatal has a “normalizing” 
action; i.e., patients think and respond emotionally 
in a more normal manner. To the self-absorbed 
patient, Pacatal restores the warmth of human fellowship... 
brings order and clarity to muddled thoughts... helps 
querulous older people return to the circle of family and friends. 


Pacatal, in contrast to many phenothiazine compounds 
and other tranquilizers, does not “flatten” 

the patient. Rather, he remains alert and more responsive 
to your counselling. But, like all phenothiazines, Pacatal 
should not be used for the minor worries of everyday life. 


Pacatal has shown fewer side effects than the earlier drugs; 
its major benefits far outweigh occasional transitory reactions. 
Complete dosage instructions (available on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 
Also available in 2 cc. ampuls (25 mg./cc.) for parenteral use. 


back from the brink with 


 Pacatal 


Brand of mepazine 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


i 
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baby’s best bodyguard 


AMMENS® gives soothing protection to babies’ tender skin. And 
when diaper rash, prickly heat or other skin irritations make him 
restless, AMMENS eases discomfort, promotes healing. 

AMMENS contains starch, widely and uniformly dispersed in talc 
for maximum absorption of moisture; oxyquinolin and zinc oxide 
protect macerated crevices against bacterial invasion. 

AmMENS is fluffy, white, and smells good, too. Tell baby’s mother 
to keep a can of AMMENS handy. 


POWDER 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
Distributor for Charles Ammen Co., Alexandria, La. 
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Neo-Synephrine now has three complementary compounds added to its own depend- 
able, decongestive action for more complete control of the common cold syndrome. 


The “syndromatic” action of Neo-Synephrine Compound Cold Tablets brings new and 
greater effectiveness to the treatment of the common cold syndrome. 


protection. ... through the full range of common cold symptoms 
Each tablet contains: 


NASAL STUFFINESS, TIGHTNESS, RHINORRHEA 


NEO-SYNEPHRINE HCI 5 mg........... First choice in decongestants for its mild but durable 


action and excellent tolerance. 
for ACHES, CHILLS, FEVER 


ACETAMINOPHEN 150 mg............ Dependable analgesic and antipyretic 


for RHINORRHEA, ALLERGIC MANIFESTATIONS 4% 


THENFADIL® HCI 7.5 mg. ............. Effective antihistaminic to relieve rhinorrhea and 
enhance mucosal resistance to allergic complications. 


LASSITUDE, MALAISE, MENTAL DEPRESSION 4 


CAFFEINE 15 mg. 


DOSE: Adults: 2 tablets three times daily. 


Children 6 to 12 years: 1 tablet three times daily. Bottles of 100 tablets. 


NEW YORK TEN: ¥ 
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every physician 
who has sinusitis 
postnasal drip: 


We offer a personal supply of the new oral nasal decongestant, Triaminic Tablets. 


Unlike nose drops, inhalers and sprays, which may fail to pass the mucus bar- 
rier, TRIAMINIC is in intimate and prolonged contact with the source of mucus 
production, the nasal mucosa. And with TRIAMINIC, there is little likelihood 
of rebound congestion or pathological changes in the mucosa. 


The action of TRIAMINIC timed-release tablets is both prompt and sustained. 
Many physicians are reporting dramatic relief* whenever congestion is present 
in the upper respiratory tract—in nasal allergies, chronic sinusitis, postnasal drip. 


*Personal communications 


t ‘ 
t 
Dr. G. R. Underwood 
Fill i d Medical Director 
Smith-Dorsey — Lincoln, Nebraska 
this card for your 1 
personal supply of | Please send me a complimentary supply of Triaminic Tablets 
Triaminic Tablets. : for use in chronic sinusitis, postnasal drip, colds, nasal allergies. 
! 
Dr. 
i 
Address 


City. 


> 
1 
i 
i 
fi 
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Relief in minutes—lasts for hours 


An orally administered decongestant has much better 
distribution to the mucous membranes of the respiratory 
tract than nasal sprays, drops and inhalants. “This 
affords opportunity for shrinkage in areas that could 
not be approached by sprays, drops or actual topical 
applications.”* 


In colds, nasal allergies, sinusitis, postnasal drip, 
Triaminic “dries” and decongests nasal passages, 
combats allergic symptoms — with little likelihood of 
rebound congestion, pathological changes in the nasal 
mucosa, and without the probable risk of local over- 
treatment or “nose drop addiction.” Especially valuable 
for night-time cough caused by postnasal drip. 
*Morrison, L. F: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each two-dose “timed-release” Triaminic Tablet contains: 


Phenylpropanolamine for effective “drying” 
hydrochloride 50 mg. and decongestant action 

Pyrilamine maleate...............0+ 25 mg. antihistamines to combat 

Pheniramine maleate................ 25 mg. allergic symptoms 


Dosage: 1 tablet in the morning, afternoon, and in the 
evening if needed. 


Also available: Triaminic Syrup, for children and those 
adults who prefer a liquid medication. 


running noses... 
and open stuffed noses 


| orally with Triaminic 


Triaminic ‘‘timed-release’’ tablets 
provide relief in minutes 

... keep nasal passages clear 

for 6 to 8 hours 


first—the outer layer dissolves 
within minutes to produce 3 to 4 
hours of relief 


then—the inner core 
disintegrates to give 3 to 4 
more hours of relief 


SMITH-DORSEY «a division of The Wander Company - Lincoln, Nebraska « Peterborough, Canada 
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BUSINESS REPLY CARD 


First Class 
Permit No. 91 
Lincoln, Nebr. 


No Postage Necessary if Mailed in the United States 


DR. G. R. UNDERWOOD 
Medical Director 
Smith-Dorsey 

1, Nebraska 


Mail This Card 
to Get Your 
Personal Supply of 


Triaminic Tablets 


& 
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omplementary 4 
onvenient 
ombiotic” 


PENICILLIN AND DiHyDROSTREPTO- 
mycin for antibacterial control in 
peritonitis, mixed infections of the 
urinary tract, selected cases of 
bacterial endocarditis, postopera- 
tive prophylaxis . 


One injection Combiotic Aqueous Suspension (ready to in- 

from ject) in five-dose “drain-clear” (10 cc.) vials, 
400,000 units penicillin G procaine crystalline 
and 0.5 Gm. dihydrostreptomycin sulfate, in 
each 2 ce. dose. Combiotic Aqueous Suspen- 
sion also available in Steraject cartridge. 
Combiotic P-S (Dry Powder) 1.0 Gm. For- 
mula: 300,000 units penicillin G procaine crys- 
talline, 100,000 units penicillin G potassium 
crystalline, 1.0 Gm. dihydrostreptomycin sul- 


* ® fate, per dose. 0.5 Gm. Formula: same pen- 

tera ect icillin content as above, but with 0.5 Gm. 
dihydrostreptomycin sulfate per dose. 

single-dose disposable cartridge with sterile needle attached —use and 


dispose — eliminates sterilization, measuring, assembly, breakage. 


Pfizer injectables available in single-dose disposable cartridges: Penicillin G Procaine Crystalline 
in Aqueous Suspension, 300,000, 600,000 and 1,000,000 units. Combiotic Aqueous Suspension, 
400,000 units penicillin G procaine crystalline plus 0.5 Gm. dihydrostreptomycin. Streptomycin 
Sulfate Solution, 1 Gm. Dihydrostreptomycin Sulfate Solution, 1 Gm. (smaller, 22-gauge needle for 
most dosage forms minimizes injection pain) 


Prizer Lasoratories , Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


one vial 
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In patients with the hypometabolic syndrome 


[metabolic insufficiency] ‘Cytomel’ “will 


produce results considerably superior to those 


achieved with other thyroid preparations.” 


Kupperman, H.S.: Surg. Clin. North America, April, 1957, p. 517. 


Case History: R.G., a 29-year-old male, had suffered from 
tiredness and lethargy for three to four years. Tests of 
thyroid gland function (including radioactive iodine uptake, 
PBI and serum cholesterol level) were within normal limits, 
yet his BMR was subnormal. Administration of desiccated 
thyroid brought no clinical improvement. Treatment with 
L-thyroxine “did not alter the clinical state.” 


Diagnosis: Non-myxedematous hypometabolism [metabolic 
insufficiency]. 


Treatment: ‘Cytomel’ Tablets. 


Results: When ‘Cytomel’ therapy was started, “... there 
occurred a progressive increase in the basal metabolic rate. 
..- Moreover, striking clinical improvement accompanied 
the rise in basal metabolism during ‘Cytomel’ therapy.” 


Throughout this period “the patient was alert and active and 
stated that he felt ‘normal.’” 


Kurland, G.S.; Hamolsky, M.W., and Freedberg, A.S.: Studies 
in Non-Myxedematous Hypometabolism, J. Clin. Endocrinol. 
15:1354 (Nov.) 1955. 


5 meg. and 25 mcg. (scored) tablets 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for liothyronine, S.K.F. (t-triiodothyronine or LT3) 
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ANTIBIOTIC OINTMENT 


proved in clinical practice for 
dermatologic and ophthalmic infections 


m “We have had excellent therapeutic success and an ex- 
tremely low incidence of sensitization with its use.” 


@ “...extremely valuable in cleaning up residual infection 
and stimulating granulation in all types of gangrenous 
ulcers.” 


= “Results are generally quick and excellent, especially in 
primary diseases. In secondarily infected dermatitis, the 
antibiotic clears the infection, but it obviously does not 
cure primary conditions such as acme or eczema.”* 


Available sizes: Tubes of % oz. with applicator tip, % oz. with ophthalmic tip, and 1 oz. 


‘NEOSPORIN’..... ANTIBIOTIC OPHTHALMIC SOLUTION 


Polymyxin B-Gramicidin-Neomycin 


Bottles of 10 cc. with sterile dropper 


References: 


1. McCarthy, John T., and Nelson, Carl T.: Pediatric Clinics of North America, 
Philadelphia, W. B. Saunders & Co., August 1956, p. 514. 


2. Samuels, Saul S.: Angiology 7:532 (Dec.) 1956. 
3. Panaccio, Victor: Canad. M. A.J. 75:592 (Oct.) 1956. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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just two tablets 
at bedtime 


for gratifying Rauwiloid® 
rauwolfia response 


virtually free from side actions 
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THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


PAT. NO. 2,791,608 


e A single, pure drug (not a mixture) 


e High tetracycline blood levels 

e Clinically “sodium-free”’ 

e Equally effective, b.i.d. or q.i.d. 
Exceptionally free from adverse reactions 
e Dosage forms for every therapeutic need 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 


rmacies 


Available for your prescription at all leading pha 
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when infection | 
strikes the respiratory tract... 


LOTYCIN 


(Erythromycin, Lilly) 


provides singularly effective antibiotic 
therapy because 


Dosage: The usual adult 

= is 250 mg. every six Virtually all gram-positive organisms are sensitive 
urs. 

Available in specially @ Allergic reactions following systemic therapy are rare 

coated tablets, pediatric 

suspensions, drops, otic @ Bactericidal action kills susceptible organisms 

solution, ointments, and 


I.V. ampoules. e Normal intestinal flora is not appreciably disturbed 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


732150 
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Conventions and 
meetings 


Announcements 


American Osteopathic Associa- 
tion, Sixty-Second Annual Conven- 
tion, Sheraton-Park and Shoreham 
Hotels, Washington, D.C., July 14- 
18. Program Chairman, Richard 
O. Brennan, 1115 W. Alabama St., 
Houston 6, Tex. 


American College of Osteopathic Obste- 
tricians and Gynecologists, annual 
meeting, Denver, February 9-12. Sec- 
retary, Arthur A. Speir, Box 66, Mer- 
rill, Mich. 


Arizona, annual meeting, El Dorado Ho- 
tel, Tucson, May 4-6. Program Chair- 
man, James B. Carson, 2813 S. Sixth 
Ave., Tucson. Executive Secretary, 
Mrs. Laura McRae, 4122 N. 19th Dr., 
Phoenix. 


California, annual meeting, Senator Ho- 
tel, Sacramento, May 14-18. Program 
Chairman, Richard E. Eby, 1247 N. 
Park Ave., Pomona. Executive Secre- 
tary, Mr. Thomas C. Schumacher, 1298 
Wilshire Blvd., Los Angeles 17. 


Colorado, annual meeting, Denver, May 
3. Program Chairman, A. Hollis Wolf, 
304 Carlton Bldg., Colorado Springs. 
Secretary, C. Robert Starks, 1459 Og- 
den St., Denver 18. 


Georgia, annual meeting, Dinkler-Plaza 
Hotel, Atlanta, May 12-14. Program 
Chairman, Charles B. Wright, Tucker 
Hospital, Tucker. Executive Secretary, 
Mr. James C. Chappell, 3900 Bobolink 
Dr., Decatur. 


Illinois, annual meeting, Palmer House, 
Chicago, April 24-26. Executive Secre- 
tary, Mr. Douglas O. Durkin, Room 
521, 53 W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, French Lick- 
Sheraton Hotel, French Lick, May 18- 
20. Program Chairman, Harold T. 
Sparks, 2317 Washington Ave., Evans- 
ville 14. Secretary, Arabelle Baker 
Wolf, 4840 N. Michigan Rd., Indian- 
apolis 8. 


Iowa, annual meeting, Hotel Savery, Des 
Moines, May 25-27. Program Chair- 
man, George W. Sutton, 511 E. Wash- 
ington, Mount Pleasant. Secretary, Mr. 
Herman W. Walter, 200 Walnut Bidg., 
Des Moines 9. 


Maine, annual meeting, Samoset Hotel, 


Rockland, June 26-28. Program Chair- 
man, Robert J. Meehan, 223 Main St., 
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2Calmitol is the non-sensitizing antipruritic ointment supplied in 114-0z. tubes and 
1-Ib. jars, and (liquid) 2-oz. bottles by THos. Leeminc & Co., Inc., New York 17. 


Rockland. Executive Secretary, Mr. 
George R. Petty, Monmouth. 


Massachusetts, annual meeting, Somerset 
Hotel, Boston, January 18-19. Execu- 
tive Secretary, Mrs. Gladys M. Stock- 
dale, 524 California St., Newtonville 60. 


Minnesota, annual meeting, Hotel Nicol- 
let, Minneapolis, May 1-3. Program 
Chairman, Robert M. Plasch, 816 E. 
38th St., Minneapolis 7. Secretary, E. 
R. Komarek, 301 Granite Exchange 
Bidg., St. Cloud. 


New Jersey, annual meeting, Traymore 
Hotel, Atlantic City, March 8-9. Pro- 
gram Chairman, John D. Dennis, Jr., 


46 Glenwood Ave., East Orange. 
ecutive Secretary, Mr. I. J. Tecker, 
1007 Pinebrook Road, Haddonfield. 


Northwest Osteopathic Convention, Olym- 
pic Hotel, Seattle, June 12-14. Program 
Chairman, Wilbert B. Saunders, 4730 
University Way, Seattle 5. 


Ohio, annual meeting, Neil House, Co- 
lumbus, May 4-7. Program Chairman, 
A. R. Fuller, 201 S. Park Ave., Fre- 
mont. Executive Secretary, Mr. Wil- 
liam S. Konold, 53 W. Third Ave., Co- 
lumbus 1. 


Ontario, annual meeting, Windsor, May 
1-3. Program Chairman, Norman W. 
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A single oral dose of 
Elixophyllin terminates acute 
asthmatic attacks in minutes 


after 30 min. 


after 15 min. 


after 5 min. 


Before 
treatment 


1. Spielman, D.: Ann. Allergy 15:270, 1957. 
2. Kessler, F.: Conn. St. M. J. 21:205, 1957. 
3. Schluger, J. et al.: Am. J. M. Sci. 234:28, 1957. 
4. Greenbaum, J.: Ann. Allergy (in press). 


ELIXOPHYLLIN 


Literature on request 


Vital capacity studies on 20 
patients in acute asthmatic 
attack show the prompt and 
progressive increases 
following a single oral dose 
of Elixophyllin.' Severe 
attacks are usually terminated 
in 15-30 minutes, with 
excellent to good response 

in 97 of 108 patients.'.2-3.4 


Adult dose in severe attacks is 
a wineglassful (75 cc. or 5 
tablespoonfuls) containing 
400 mg. theophylline in hydro- 
alcoholic solution (alcohol 
20%). Children’s dosage — 
0.375 (¥%) cc. per lb. body 
weight. 


For day and night relief of 
chronic symptoms of asthma, 
emphysema, etc.: 3 tablespoon- 
fuls on arising, at 3 P.M., and 
on retiring. After two days, 
reduce dosage gradually. 


Leboralories 


Detroit 11, Michigan 


Routledge, 15, Ursuline Ave., Chatham. 
Secretary, A. V. DeJardine, 205 Yonge 
St., Toronto 1. 


Oregon: See Northwest Osteopathic Con- 
vention. 


Rhode Island, annual meeting, March 5-6. 
Program Chairman, J. Weston Abar, 
981 Narragansett Blvd., Providence 5. 
Secretary, Sidney A. Fogel, 3138 Paw- 
tucket Ave., Riverside 15. 


Society of Divisional Secretaries, midyear 
meeting, A.O.A. Central Office, Chica- 
go, January 25-26. Program Chairman, 
Arabelle Baker Wolf, 809-13 Odd Fel- 
lows Bldg., Indianapolis 4. Secretary, 
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Mr. Paul D. Adams, 325 E. McCarty 
St., Jefferson City, Mo. 


Tennessee, annual meeting, Maxwell 
House, Nashville, April 27-30. Pro- 
gram Chairman, William H. Graves, 
Central Bldg., Bristol. Secretary, J. M. 
Moore, Jr., 200 High St., Trenton. 


Virginia, annual meeting, Williamsburg 
Lodge, Williamsburg, May. 22-24. Pro- 
gram Chairman, Felix D. Swope, 126 
N. Columbus St., Alexandria. Secre- 
tary, John A. Cifala, 2778 N. Washing- 
ton Blvd., Arlington. 


Washington: See Northwest Osteopathic 
Convention. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 18-20, 
Program Chairman, Earl K. Lyons, 
Professional Blidg., Kerens Ave., EI- 
kins. Secretary, Guy E. Morris, 542 
Empire Bank Bldg., Clarksburg. 


Wisconsin, annual meeting, Wisconsin 
Hotel, Milwaukee, April 28-30. Pro- 
gram Chairman, Donald R. Bartingale, 
403 S. Farwell St., Eau Claire. Secre- 
tary, Edwin J. Elton, 1518 N. 70th St., 
Wauwatosa 13. 


State and 
national boards 


ARIZONA 

Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 East McDowell 
Rd., Phoenix. 

Basic science examinations March 18 
at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examinations. Address Herbert D. 
Rhodes, Ph.D., secretary, Board of Ex- 
aminers in the Basic Sciences, Univer- 
sity of Arizona, Tucson. 


COLORADO 

Cecil C. Thorpe, Longmont, has been 
elected vice president of the Board of 
Medical Examiners. Dr. Thorpe and C. 
Robert Starks, Denver, were recently re- 
appointed to the Board. 

Basic science examination in March at 
Y.M.C.A. Building, E. 16th Ave. and 
Lincoln St., Denver. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 

Esther B. Starks, D.O., Denver, has 
been re-elected secretary-treasurer of the 
Basic Science Board to which she was 
recently reappointed for another term. 


CONNECTICUT 

Examinations March 11. Address Frank 
Poglitsch, D.O., secretary, Osteopathic 
Examining Board, 300 Main St., New 
Britain. 

Robert G. Nicholl, Greenwich, and 
Frank Poglitsch, New Britain, have been 
reappointed to the Board. 

Basic science examinations February 8. 
Applications must be filed 2 weeks prior 
to examinations. Address Herbert S. 


‘Harned, Jr., M.D., secretary, Board of 


Healing Arts, 110 Whitney Ave. New 
Haven 10. 


DELAWARE 
Examinations January 14-16, Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 


FLORIDA 
W. S. Horn, Palmetto, has been elect- 
ed chairman of the Board of Osteopath- 
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ic Examiners. Other officers are Dominic 
Raffa, Tampa, vice chairman, and Thom- 
as F. Sheffer, Fort Lauderdale, secre- 
tary-treasurer. 


ILLINOIS 
Examinations in January in Chicago. 
Address Mr. Frederic B. Selcke, Super- 
intendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 

R. B. Anderson, Manning, was elected 
chairman of the Board of Osteopathic 
Examiners. Other officers are W. S. Ed- 
mund, Red Oak, secretary, Lydia Tueckes 
Jordan, Davenport, director of examina- 
tions, and Mr. Herman W. Walter, as- 
sistant secretary. Dr. Edmund was re- 
cently reappointed to the Board. 

Basic science examinations January 14 
at the State House, Des Moines. Address 
Ben H. Peterson, Ph.D., secretary, Board 
of Basic Science Examiners, Coe College, 
Cedar Rapids. 


MASSACHUSETTS 
Examinations January 14. Address 
Robert C. Cochrane, M.D., secretary, 
Board of Registration in Medicine, Room 
37, State House, Boston 33. 


MICHIGAN 

Officers of the Board of Osteopathic 
Registration and Examination are presi- 
dent, Emmett Binker, Carson City; vice 
president, I. L. O’Connor, Detroit; and 
secretary-treasurer, C. J. Manby, Battle 
Creek. P. Ralph Morehouse, Albion, is 
assistant secretary. Dr. Manby was re- 
cently reappointed to the Board. 

Basic science examinations in February 
at Detroit and Ann Arbor. Address Mrs. 
Anne Baker, secretary, Board of Exam- 
iners in the Basic Sciences, 116 Mason 
Bldg., Lansing. 


MINNESOTA 

Dale Dodson, D.O., Northfield, has 
been elected vice president of the Board 
of Examiners in the Basic Sciences. 

Basic science examinations January 7 
at University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., sec- 
retary-treasurer, Board of Examiners in 
the Basic Sciences, 105 Millard Hall, 
University of Minnesota, Minneapolis 14. 


MISSOURI 

Harold J. McAnally, Kansas City, has 
been elected president of the Board of 
Osteopathic Examination and Registra- 
tion. Cecil F. Gregory, Webb City, is 
vice president; and F. C. Hopkins, Han- 
nibal, is secretary-treasurer. Dr. Gregory 
recently was re-elected to the Board. 


MONTANA 
Examinations March 4. Address Asa 


Willard, D.O., secretary, Board of Os- 
teopathic Examiners, Wilma Bldg., Mis- 
soula. 


NEBRASKA 
Basic science examinations, January 
14-15. Address John S. Latta, Ph.D., sec- 
retary, Basic Science Board of Examin- 
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High-concentration topical salicylate-menthol therapy 
(BEN-GAY) offers safe, penetrating relief of painful 
jviats and muscles resulting from overexertion. 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 


New, objective evidence: 


A double-blind study: has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BEN-GAyY® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 


The local and systemic effects of 
BENn-Gay were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
Ben-Gay measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 


1Brusch, C.A., etal.: Md. State Med. J.; 5:36, 1956. 

| More efficient salicylate penetra. | 
tion of treated area and quicker 

| relief of pain is now made pos- 
sible by water-washable, new | 
GREASELESS-STAINLESS BEN-GAY. | 


ers, University of Nebraska College of 
Medicine, Omaha. 


NEVADA 

Professional examinations January 25 
at 345 Cheney St. Reno. Applications 
must be filed 2 weeks prior to examina- 
tion. Address W. J. Walker, D.O., sec- 
retary, Board of Osteopathic Examiners, 
210 W. Second St., Reno. 

Basic science examinations January 7. 
Address Donald G. Cooney, Ph.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW HAMPSHIRE 
Examinations March 12-13 at Concord. 


Address John S. Wheeler, M.D., secre- 
tary, Board of Registration in Medicine, 
State House, Concord. 


NEW MEXICO 

Basic science examinations January 19. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 

Lawrence C. Boatman, Santa Fe, has 
been elected president of the Board of 
Examiners in the Basic Sciences. 


RHODE ISLAND 
Examinations January 2-3 at Provi- 
dence. Address Mr. Thomas B. Casey, 
Administrator of Professional Regula- 
tion, 366 State Office Bldg., Providence. 
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the first g.12h. 


analgesic: 1tab. 
stops pain allday 
or all night 


DONNAGESIC EXTENTABS’ 


restful, pain-free nights * no 
up-and-down analgesia * more 
analgesia without more codeine 
* fewer codeine side effects ... 
multiple analgesic benefits for 


bottles of also available: DONNAGESIC No. 2 (red) 
most patients lasting for 10 to end 250 


12 hours. 


A. H. ROBINS CO., INC., Richmond, Virginia 
Ethical Pharmaceuticals of Merit Since 1878 


Fm. REG. U.S. PAT. OFF., PAT. APPLIED FoR. 


extended action tablets of Codeine with Donnatal ® 


DONNAGESIC No. 1 (pink) 


CODEINE Phosphate, % gr. ....48.6 mg. 
Hyoscyamine Sulfate ............ 0. 3111 mg. 
Atropine Sulfate .................. 0.0582 mg. 
Hyoscine Hydrobromide ...... 0.0195 mg. 
Phenobarbital (3% gr.) .............. 48.6 mg. 


Since one DONNAGESIC Extentab 
achieves continuous analgesia for 10 to 
12 hours, Tt replaces 3 equivalent doses 
of codeine and Donnatal. 


SOUTH DAKOTA 
Professional examinations January 21- 
22. Applications must be filed 2 weeks 
prior. Address Mr. John C. Foster, exec- 
utive secretary, Board of Medical and 
Osteopathic Examiners, Room 300, First 
National Bank Bldg., Sioux Falls. 


TENNESSEE 
Examinations in February at Nashville. 


Address Marion Edmund Coy, D.O., sec- 
retary, Board of Examination and Regis- 
tration for Osteopathic Physicians, 1226 
Highland, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 874 Union Ave., Memphis 3. 
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VERMONT 

Examinations January 22-23 at Mont- 
pelier. Applications must be filed by Jan- 
uary 10. Address Charles D. Beale, D.O., 
secretary, Board of Osteopathic Exam- 
ination and Registration, Mead Bldg., 
Rutland. 

Howard I. Slocom, Middlebury, has 
been elected president of the Board of 
Osteopathic Examination and Registra- 
tion. Charles D. Beale, Rutland, is sec- 
retary, and Roy M. Sherburne, St. Johns- 
bury, is treasurer. Dr. Sherburne was 
recently appointed to the Board. 


_ WASHINGTON 
Professional examinations January 13- 
15 at the University of Washington, Se- 


attle. Applications must be filed by De- 
cember 31. Address Mr. Edward C, 
Dohm, secretary, Department of Licenses, 
Professional Division, Olympia. 

Basic science examinations January 8- 
9 at the University of Washington, Seat- 
tle. Applications must be filed by Decem- 
ber 31. Address Mr. Dohm. 


WISCONSIN 
Professional examinations January 14- 
15 at Madison. Address Thomas W. Tor- 
mey, Jr., M.D., secretary, Board of Med- 
ical Examiners, State Office Bldg., 1 W. 
Wilson St., Madison. 


WYOMIN 

Examinations 3. Address 
Franklin D. Yoder, M.D., secretary, 
State Board of Medical Examiners, New 
State Office Bldg., Cheyenne. 

M. O. Fuerst, Riverton, has been ap- 
pointed to the Board of Medical Ex- 
aminers. 


Reregistration 
of osteopathic licenses 


December 31—Tennessee, $5. Address 
M. E. Coy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 
son. 


Prior to January 1—Arizona, not more 
than $10. Address Russell Peterson, D.O., 
secretary, Osteopathic Board of Regis- 
tration and Examination in Medicine and 
Surgery, 2747 E. McDowell Rd., Phoe- 
nix 22, 


January 1—California, $20 for resi- 
dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Osteo- 
pathic Examiners, 1013 Forum Bldg,, 
Sacramento 14. 


January 1—Florida, $5. Address W. 
S. Horn, D.O., secretary, Board of Os- 
teopathic Medical Examiners, P.O. Box 
85, Palmetto. 


January 1—Maine, $4. Address George 
F. Noel, D.O., secretary, Board of Os- 
teopathic Examination and Registration, 
20 Monument Square, Doxer-Foxcroft. 


January 1—Manitoba, $5. Address W. 
Kurth, D.O., secretary, Board of Osteo- 
pathic Physicians, 248 Moorgate Blvd., 
St. James, Winnipeg 12. 


January 1—New York, $6, biennially. 
A physician receiving a license the sec- 
ond year of any biennial registration pe- 
riod pays a fee of $3 for a certificate 
expiring December 31 of such second 
year. Address Stiles D. Ezell, M.D., sec- 
retary, Bureau of Professional Examina- 
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mons and Registrations, 23 S. Pearl St., 
Albany 7. 


January 1—Ontario, $35. Address D. 
Gordon Campbell, D.O., secretary, Board 
of Directors of Osteopathy, 2 Bloor St., 
E., Toronto 5. 


January 1—Pennsylvania, Surgeons Ex- 
amining Board, $10. Address Mrs. Kath- 
erine M. Wollet, acting secretary, Board 
of Osteopathic Examiners, Bureau of 
Professional Licensing, Harrisburg. 


January 1—Saskatchewan, $30. Ad- 
dress Anna E. Northup-Little, D.O., 2228 
Albert St., Regina. 


January 1—Texas, $5. Address M. H. 
Crabb, M.D., secretary, Board of Medi- 
cal Examiners, 1714 Medical Arts Bldg., 
Fort Worth 2. 


January 1—Utah, $3. Address Alice E. 
Houghton, D.O., secretary, Osteopathic 
Examining Board, 600 Zion’s Savings 
Bank Bidg., Salt Lake City 1. 


January—Alberta. reregistration. 
Pay $10 a year membership in the Col- 
lege of Physicians and Surgeons, Al- 
berta, in January. 


During January—Connecticut, $2. Ad- 
dress Frank Poglitsch, D.O., secretary, 
Osteopathic Examining Board, 300 Main 
St., New Britain. 


During January—Minnesota, $2. Ad- 
dress Wallace F. Kreighbaum, D.O., sec- 
retary, Board of Osteopathic Examiners, 
2748 Hennepin Ave., Minneapolis 8. 


During January—Wisconsin, not to ex- 
ceed $5. Amount to be fixed by state 
board. ‘Address Thomas W. Tormey, Jr., 
M.D., secretary, Board of Medical Ex- 
aminers, State Office Bldg., 1 W. Wilson 
St., Madison. 


January 31—British Columbia, amount 
of fee set at Annual Meeting of Council 
of College of Physicians and Surgeons of 
British Columbia. Address Lynn Gunn, 
M.D., registrar, 1807 W. 10th Ave., Van- 
couver 9. 


Prior to February 1—Vermont, $3 resi- 
dents, $2 non-residents. Address Charles 
D. Beale, D.O., secretary, Board of Os- 
teopathic Examination and Registration, 
Mead Bidg., Rutland. 


Prior to March 1—Colorado, $2 if 
legal resident of state, $10 if not resi- 
dent. Address Mrs. Buelah H. Hudgens, 
executive secretary, Board of Medical 
Examiners, 1612 Tremont P1., Denver 2. 


On or before April 1—Montana, $2 for 
those in active practice, $1 for those in- 
active. Address Asa Willard, D.O., sec- 
retary, Board of Osteopathic Examiners, 
Wilma Bldg., Missoula. 
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To win 


A ‘ STRASIONIC’ RELEASE PRODUCT 


PREDICTABLE 


the heavyweight fight... 


WEIGHT LOSS 6x Biphetamine capsules 
containing a mixture of equal parts of amphetamine and 
dextro amphetamine in the form of a resin complex. 

Three strengths—Biphetamine 20 mg., 12 mg., 7% mg. 


BIPHETAMINE: 


APPETITE CONTROL or 10-14 hours, due 
to ‘Strasionic’—sustained ionic—release. 


PATIENT 


APPRECIATION 


one capsule once-a-day. 


For Literature and Samples, wre STRASENBURGH 


d ionic) release 


R. J. STRASENBURGH CO., ROCHESTER, N. Y., U.S.A. 


Examination 


by National Board 


The National Board of Examiners for 


Osteopathic Physicians and Surgeons ° 


conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of: the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken must be in the secretary’s 


office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence; 
osteopathic principles, therapeutics, in- 
cluding pharinacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
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vi-syneral vitamin drops fortified 


1 


the visual process. 


4. 100% natural vitamin D complex for superior protection 
against rickets and dental defects. 


5. vitamin E for muscle tone. 


6. vitamins A, D, and E made aqueous* for far faster and mor. 
complete absorption and utilization. 


7. vitamin Bg...anticonvulsant vitamin. 


8. other essential B complex factors and vitamin C. 


delicious fruity flavor. 


10. no burps...no fish oil taste or odor...allergens removed. 
* Protected by U.S. Pat. No. 2,417,299 owned and controlled by 
Corporation 


U.S. Vitamin 


SAMPLES of new VI-SYNERAL VITAMIN DROPS FORTIFIED on request 


u.s. vitamin corporation - PHARMACEUTICALS 
(Arlington-Funk Laboratories, division) * 250 East 43rd St., New York 17, N.Y. 


provides growth-promoting, appetite-stimulating vitamin 
lipotropic agents to aid fat and carbohydrate metabolism. 
3. 100% natural vitamin A complex better utilized in 


aminers. Subjects covered in Part III 
are anatomy; physiology; pathology; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery, ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given an- 
nually at the Philadelphia, Kirksville, and 
Los Angeles colleges. 

Eligibility requirements are as follows: 
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Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a l-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2. 


Specialty 


board examinations 


OBSTETRICS AND GYNECOLOGY 

Examinations February 7-8, 1958, Cos- 
mopolitan Hotel, Denver. Address Jac- 
quelin Bryson, D.O., secretary-treasurer, 
American Osteopathic Board of Obstet- 
rics and Gynecology, 3300 East 17th Ave, 
Denver 6. 


Some 
populations 
at risk* 


A. D. Schwartz, M.D. 

Chief, Mental Health Service 
California State Department 
of Public Health 


I would like to share with you some 
ideas about preventive mental health or 
preventive community psychiatry and teH 
you something of what we are doing and 
what we expect to be doing in the Men- 
tal Health Service of the California 
State Department of Public Health. 


PREVENTION 

At the outset I want to stress that the 
job of “public health mental healtk” is 
preventive. This needs a little clarifica- 
tion, as prevention covers many areas. 
Hugh Leavell? lists them as: (1) re- 
habilitation, (2) limitation of disability, 
(3) early case finding, early diagnosis, 
early treatment, (4) specific protection, 
and (5) promotion of mental health. Sup- 
pose you work in a hospital and are dis- 
charging a patient. You want to try to 
make sure that the patient does not need 
to come back, so you are concerned with 
rehabilitation. Rehabilitation then is an . 
attempt at prevention of reinstitutional- 
ization. Likewise, if you work in a hos- 
pital and are treating a sick person in an 
attempt to prevent death or suicide, then 
treatment is a preventive measure. If 
you find cases early, diagnose them early, 
treat them early in order to prevent an 
acute case from becoming a chronic case, 
then, too, the early case finding, early di- 
agnosis and early treatment are preven- 
tive measures. If you use a specific, such 
as penicillin, to prevent paresis in a pa- 
tient who has already contracted syphilis, 
then the use of that specific as protec- 
tion is a preventive activity. Of course, 


*Reprinted from California’s Health, Septem- 
ber 1, 1957. Based on a talk given at the 
joint program of the Public Health Section 
and the Psychiatry and Neurology Section of 
the California Medical Association Annual 
Meeting, May 1, 1957, Los Angeles, Califor- 
nia. 

tHugh R. Leavell, M.D., Dr.P.H., Professor 


of Public Health Practice, Harvard School of 
Public Health. 
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health promotion, the broadest form of 
prevention, is our goal; namely, trying to 
give families information and under- 
stariding that they in turn can give to 
their children, so that the children will 
be spared some of the problems that be- 
set us at present. If we fail to promote 
mental health, fail to teach better ways 
to rear children, then we are forced fur- 
ther down the spectrum of prevention to 
treatment, to limitation of disability, un- 
til the succession of failures in preven- 
tion brings us to rehabilitation. Our first 
goal, though, is promotion of mental 
health. The focus of “public health mental 
health” is by and large on those who 
are not in hospitals or other institutions. 
Our mental health efforts place special 
emphasis on early case findings, early di- 
agnosis, early treatment and promotion 
of mental health. 


DEFINITION OF MENTAL HEALTH 


We are dealing with mental health. 
But what is mental health? We have dif- 
ficulty in defining the entity for the good 
reason that mental health does not exist 
as an entity. The definition of health 
found in the Constitution of the World 
Health Organization is, “Health is a 
state of complete physical, mental and 
social well-being and not merely the ab- 
sence of disease or infirmity.” Health 
thus is an indivisible unit which is at one 
and the same time mental-physical-social. 
We have some idea as to what is meant 
by the physical aspects of health; we 
have had a little idea, maybe not quite 
so clear, as to what is meant by the men- 
tal aspects of health—something to do 
with emotions, interpersonal relation- 
ships, the way one feels about himself 
and others—but the area of health that 
needs most exposition is the social area. 
An illness does not exist in an individual 
but rather an illness in an individual af- 
fects those in his family, those around 
him and, in fact, his society. This is 
fairly easy to see when tuberculosis af- 
fects the breadwinner of a family and his 
wife and children are reduced to receiv- 
ing governmental aid to needy children. 
It may not be so clear when a child gets 
tuberculosis, but the involvement is plain 
when the parents blame themselves and 
wonder, “What in heaven have I done to 
account for God’s punishing me by mak- 
ing my child ill?” 


POPULATIONS AT RISK 


So when we are concerned with pre- 
vention in the area of “public health 
mental health,” we are concerned with 
groups of people rather than with indi- 
viduals. There are many groups of peo- 
ple with whom we could and probably 
should work, but we are going to have 
to do pilot studies on certain groups ar- 
bitrarily singled out for preventive work, 
so that the efforts of our few personnel 
can be directed more effectively. We 
know from experience and from ongoing 
research that there are groups we can 
call “populations at risk” in the field of 
mental health as in all the other phases 
of public health. There are known to 
be populations at special risk in the fol- 
lowing nine areas. 
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WRIOSTO NARDOZZ, 


CAFERGOT. 


#reparation of choice for Management of Recurrent Throb- 
bing Headaches... e.g. Migraine / Relief in 90% of Over 2000 
published cases reported to date f Forms: Cafergot tablets, Cafergot sup- 


Each Cafergot tablet contains: ergotamine tartrate 1 mg., Caffeine 100 mg. 


SANDOZ 


Hanover, New Jersey 


(1) Juvenile Delinquency 


First is the area of juvenile delin- 
quency. The Gluecks (1) at Harvard, 
a husband and wife research team, have 
for about 30 years been working on the 
problems of juvenile delinquency. They 
have compiled a list of predictive cri- 
teria, criteria by which to predict which 
children are most likely to become adju- 
dicated as juvenile delinquents. Their 
second best single criterion you prob- 
ably know of, namely, broken homes, but 
you may not know their first best single 
criterion. It is adjudication of one or 
both of the parents as either juvenile de- 
linquents when they were young or as 
adult criminals when they were older. 


This means, then, that if we want to do 
something in the schools to prevent chil- 
dren from becoming juvenile delinquents, 
rather than spreading the efforts of our too 
few professional personnel too thinly, we 
might better think of working only with 
those children whose parents are known 
to have had trouble with the law. 


(2) Attempted Suicide 


A second area is that of attempts at 
suicide. A recent study on suicide, done 
in Los Angeles (2), states that of the 
series of suicides 75 per cent had either 
attempted suicide previously or had 
threatened suicide, or both. Here again 
we have advance information about a 
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“population at risk.” We will need to do 
some pilot studies on the prevention of 
suicides, possibly among the attempted 
suicides brought to county hospitals. First 
we might want to find out what propor- 
tion of attempted suicides, if left to their 
own present devices, would in fact go on 
to suicide. We do not have at present 
this kind of prospective information. 


(3) Sociological Aspects of Suicide 


Third is an area related to suicide, 
but also in the area of sociology and city 
planning. The best known work in this 
field is by Durkheim (3), and more re- 
cently by Sainsbury (4). Sainsbury’s 
book, published in 1956, is called, “An 
Ecologic Study of Suicide in London.” 
In essence, what he says is that the sui- 
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cide rate for a country is determined by 
factors within that country, and that the 
suicide rate is so specific for a country 
that if the rate is known the country can 
be identified by it. For example, Japan 
and Sweden can be recognized by their 
high rates; Italy by its low rate. Fur- 
thermore, Sainsbury says that if you 
draw concentric circles around the center 
of the City of London, the central circle 
has the highest rate of suicide. As you 
go out toward the suburbs to the far- 
thermost rings, the rate decreases. (Sim- 
ilar studies have been done for Chicago 
(5), San Francisco and the Bay area 
(6) ). The implication is that if you do 
away with the center of a city, the 
suicide rate will decrease. This sounds 
rash, but it is not as rash as it sounds 


and is worth thinking about. If you or I 
go to the center of a city for a short 
time, whether we are affluent enough to 
live in a penthouse or, and I guess the 
word should be “exfluent” enough to live 
in a flophouse, it means being away 
from church, family and friends. We 
are more likely to stay up later at night, 
drink more heavily, smoke more heavily, 
and be isolated with many people around 
us. Studying suicide is important not 
only for that problem alone, but because 
Sainsbury and others are finding that not 
only is the suicide rate high in the center 
of the city but also the divorce rate, the 
rate of alcoholism, and the rate of hos- 
pitalization in a mental institution. It is 
difficult to record and to define alcohol- 
ism and mental illness but fairly easy, 
with some exceptions, to define and to re- 
cord suicide. Suicide, alcoholism, and 
mental illness are all symbols, symbols of 
social deterioration, the result of social 
isolation. So we may have to concern 
ourselves with city planning and archi- 
tectural design in order to prevent some 
of the mental illnesses. 


(4) Pregnancy 


Another “population at risk” group 
that can be singled out for preventive 
work is the county hospital population of 
pregnant women. Let me give a little 
background here. In the early 1940's 
came the knowledge that German measles 
in the first trimester of pregnancy can 
cause congenital malformations; that 
congenital malformations are not neces- 
sarily the result of heredity factors, but 
may in fact be due to intra-uterine pre- 
natal factors. If German measles could 
cross the placental barrier, and do harm 
to a child, so then might maternal anoxia, 
or physical damage to the mother, or 
hormonal imbalance of the mother. More 
recently Pasamanick and Lilienfeld (7) 
have done studies which indicate that the 
amount of difficulty that a child will 
have or cause after he is born is corre- 
lated with the amount of difficulty that 
the mother had in her pregnancy before 
he was born. This again sounds like a 
rash statement, but what they mean is 
that babies born to mothers who have 
an inordinately large amount of inter- 
mittent “spotting,” threatened abortion 


‘and premature delivery are more likely 


to have mental deficiency, brain-damage 
type of epilepsy and brain-damage type 
of behavior disorder. The State Depart- 
ment of Public Health in a recent study 
of prematurity has found that one out of 
14 live births in California is premature. 
They found, too, that the county hospital 
population of pregnant mothers has a 
prematurity rate 50 per cent higher than 
that of the private hospital population of 
mothers. When you look further into 
the situation you find that one of the 
factors involved is that in the county 
hospital an eligibility worker says to the 
pregnant woman, “You haven’t lived in 
the county long enough to be eligible 
for prenatal care here,” or “Your hus- 
band is making too much money, so you 
must go to a private physician or at pri- 
vate clinic.” The mother does not go to 
the private physician or clinic, comes to 
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the county hospital once more, but this 
time in premature labor. If then we 
want to prevent some of the mental de- 
ficiency, some of the brain-damage type 
of epilepsy, some of the brain-damage 
type of behavior disorder, we have to 
re-examine and possibly change our coun- 
ty hospital eligibility requirements and 
inquire carefully into the quality of pre- 
natal care given there. 


(5) Maternal Deprivation 


Another “population at risk” is made 
up of those children physically and emo- 
tionally deprived of mothering. This area 
of maternal deprivation was made famous 
by John Bowlby in 1951. In a World 
Health Organization monograph (8) he 
states that if there is physical separation 
of the child from the mother, or emo- 
tional separation, such an environment is 
not conducive to good mental health in 
the growing child. The unwed mother 
with guilt feelings and unresolved hatred 
of the child’s father is in a group which 
can be expected to have problems that 
will interfere with their mothering their 
young. Work with the unwed mother, 
both to help her give up the child where 
this is indicated and to keep the child 
where she is able, might bring rich re- 
wards in preventing some psychosomatic 
illness, some schizophrenia, and some be- 
havior disorders. 


(6) Families on Relief 


Another “population at risk” is the 
family on relief. Bradley Buell (9) of 
the Community Research Associates has 
devised a list of predictive criteria by 
which to single out for short-term, in- 
tensive work those families which can be 
expected to be going off the relief rolls 
in a short while, rather than spending 
too much time on those who can be ex- 
pected to be on relief chronically. If per- 
sonnel, budget and time are limited, they 
can be used effectively by working with 
this segment of the welfare population 
to keep them from becoming further de- 
pendent. The predicative criteria on 
Buell’s list are quite reasonable. For ex- 
ample, if the woman applying for relief 
is 60 years old, has never worked before, 
her husband has just died and she has 
no one else on whom to depend, it can 
be expected that she will be on relief as 
long as she lives. If, on the other hand, 
the woman is younger, has a husband 
who has been steadily employed in the 
past but has recently had an accident 
from which he is expected to recover 
completely in about two months, then 
this woman and family can reasonably 
be expected to be off relief in a short 
time. Another example is a woman 50 
years of age with several children, 
among them one or two old enough to 
start working soon and contribute to her 
support. She also can be expected to be 
off relief in a short time. The important 
thing in working with these families is 
to select those that will not require at- 
tention over a long period of time, but 
rather can have their expressed needs 
met so that they can leave the agency 
easily when the time comes for them to 
do so. 
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(7) Bereavement 


Another “population at risk” is found 
in the area of grief reactions, mourning 
reactions. Dr. Erich Lindemann (10), 
Professor of Psychiatry at Harvard, got 
interested in this problem as a result of 
the Cocoanut Grove night club fire in 
Boston in 1942. He was then a psychi- 
atrist at the Massachusetts General Hos- 
pital and worked with survivors of this 
fire wherein many people were trampled 
to death. He was surprised to find that 
some of the surviving spouses seemed to 
be able to get along even better than they 
had while the spouse was alive. Dr. Lin- 
demann found that those who were in 
a chronic state of grief and could not get 
along as well as they had before the 
death of the spouse were the ones who 
could only recognize their tender feelings 


toward the dead spouse and thought of 
the deceased as still alive or an angel 
in heaven. They were unable to get out 
the hostile, aggressive feelings they had 
toward the deceased. He found that 
those who were able to get out not only 
their tender, affectionate, loving feelings 
but also their hostile, aggressive, hateful 
feelings could, “having buried the dead,” 
go on to rebuilding their lives. Since 
treatment for unsuccessful mourning re- 
actions may take years and still end in 
the surviving spouse’s suicide, prevention 
is most important. The minister and the 
mortician are in strategically good po- 
sitions to work with the surviving mem- 
bers of the family of a recently deceased 
person in an attempt to encourage suc- 
cessful mourning and prevent the chronic 
grief reaction. 
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(8) Factors Precipitating Hospitalization 


In this area of preventive work we are 
concerned with preventing unnecessary 
hospitalization of a patient with mental 
disorder. When we prevent such hospital- 
ization, we also prevent the family dis- 
ruption, economic deprivation, depend- 
ency, social stigma and the other emo- 
tional stresses attendant on hospitaliza- 
tion of a family member. 

Those of us who have worked in men- 
tal hospitals are well aware that people 
do not come to the hospital only because 
they are sick and they do not leave the 
hospital only because they are cured. We 
know they often come to the hospital be- 
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cause their families and the community 
will no longer endure them and they go 
back from the hospital when their fam- 
ily or foster home or community will 
again “put up” with them. Dr. Carroll 
Whitmert gave some very striking illus- 
trations of this at an institute in Utah in 
1955 on the epidemiology of mental 
health. Dr. Whitmer said that he got 
some very interesting answers when he 
asked families why hospitalization was 
needed now when the patient had been 


tCarroll A. Whitmer, Ph.D., Chief, Clinical 
Psychology Service, Veterans Adminstration 
Hospital, Salt Lake City, Utah. 


ill for a long time. He got such answers 
as: “Well, Uncle John got drunk and 
smashed the family car,” or “Grandpa 
fell through the picture window,” or “He 
is just an extra mouth to feed and we 
can’t afford to keep him, so he will haye 
to go to the state hospital.” In trying to 
work in the area of factors precipitating 
hospitalization, we will not actually be 
attempting to cure psychosis, but rather 
we will be trying to take that “last straw 
off the camel’s back” of the family, so 
that at least the hospitalization can be 
prevented and they can be spared the or- 
deal. One way of doing this is to send 
a team made up of a psychiatrist, psy- 
chologist and social worker to the home 
on an emergency basis to try to quiet 
the proposed patient and work with the 
family to prevent hospitalization. If the 
patient can be quieted long enough, so 
that the family can bring him later to 
the county hospital for better evaluation 
of the case, it may be possible to prevent 
much unnecessary hospitalization. This 
is being done in Amsterdam and in this 
country in Philadelphia. 


(9) Promotion in Industry 


In another area of “population at risk” 
are those people who are about to be 
promoted to more responsible positions. 
Sociologists tell us that you have less 
trouble in well-defined groups and more 
trouble in the boundaries between these 
well-defined groups—the “phase” areas, 
the boundary areas where a person be- 
longs to neither one group nor the other. 
They tell us also that you can look for 
trouble in the area of social mobility and 
upward climbing. A specific example in 
industry is an employee about to receive 
a promotion. The question arises whether 
the counseling service should work with 
him to see if this promotion is a threat 
to him and to his health, or whether he 
can take the added responsibility in his 
stride and move onward and upward. 
Needless to say, this area of prevention 
is not confined to industry, but we speak 
of industry here because industry usually 
has resources of counseling available for 
these vulnerable persons about to take 
on heavier responsibilities. 


CARETAKING PERSONNEL 


These are some of the areas for pre- 
ventive work in mental health that would 
be especially productive. Preventive work 
in this field does not always require the 
services of psychiatrists, psychologists or 
psychiatric social workers. There are 
people in the community who can be con- 
sidered “caretaking personnel.” These are 
the people in the community who routine- 
ly see people with problems at an early 
stage. The caretaking personnel are not 
the psychiatric team members of a hos- 
pital or clinic. I like to consider as care- 
taking personnel the bartenders, minis- 
ters, physicians, lawyers, hairdressers, 
pediatricians, public health nurses, scout- 
leaders, schoolteachers, probation officers, 
policemen, social workers, etc. You are 
probably well aware of the cartoons de- 
picting the bartender with the degree in 
psychoanalysis pasted in the corner of 
the mirror behind him. If these care- 
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taking people do in fact see problems at 
their inception, then part of the work 
of professional “mental healthists” is to 
work with them so that these “caretakers” 
may be able to carry on at least three 
different kinds of activities. One, they 
are in a position to do early case finding; 
two, they are in a position to do early 
referral (unfortunately there are not 
many places to which to refer); and 
three, they can listen. Listening implies 
catharsis, letting someone talk himself 
out and get something “off his chest,” so 
that he may himself come to a decision 
as to what he wants to do. 


PLACE OF THE HEALTH DEPARTMENT 


The local health department staff is a 
caretaking personnel group, like the law- 
yers, the teachers, the probation officers. 
They get problems early and late on a 
physical basis and can then investigate in 
the emotional area. But besides being a 
caretaking group, the local health de- 
partment staff is a group who may be 
expected to work with other caretaking 
personnel in the community. They can 
arrange case conferences about a prob- 
lem, conferences that involve the school- 
teacher, the minister, the probation offi- 
cer and public health nurse; and they 
can be a consultative group. For ex- 
ample, if the local health department has 
a family guidance center or a child 
guidance clinic, its professional staff may 
be made available to community groups 
for the purpose of consultation about 
people who have problems. 

Getting back then to the mental serv- 
ice of the State Department of Public 
Health, our staff is a tiny one—we have 
only a mental health nursing consultant, 
a stenographer and myself. The nurse 
and I are consultative people. We are 
part of a chain of consultation. We con- 
sult with local health department staff 
members, who in turn consult with staff 
of community agencies, who then give 
consultation to the people of the com- 
munity. This consultative service to the 
local health department staffs is a large 
part of eur activity, but in addition we 
carry on inservice education of mental 
health personnel of local health depart- 
ments to help fit them for consultative 
activities. 

We also participate in inservice educa- 
tion of other welfare, education and 
health agency personnel by means of 
workshops, seminars and class lectures. 
A part of our work is helping to co-ordi- 
nate the mental health activities of state 
agencies closely involved with mental 
health—the Departments of Corrections, 
Education, Mental Hygiene, Recreation, 
and Social Welfare, the Youth Authority, 
and the Alcoholic Rehabilitation Com- 
mission.§ 

With other staff of our Department of 
Public Health we carry on joint activi- 
ties related to the mental health aspects 
of the various programs being carried 
on in local health departments. 


§By action of the 1957 Legislature incorpo- 
rated into the State Department of Public 
Health. 
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tDr. Greenbiatt is assistant superintendent 
and director of laboratories and research at the 
Massachusetts Mental Health Center in Boston. 
He is also assistant clinical professor of psy- 
chiatry at Harvard Medical School and is af- 
filiated with a number of other educational in- 
stitutions. 
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individual differences in adaptation to 
stress, and great variation in ethnic and 
cultural milieu in which mental illness de- 
velops. However, it is currently assumed 
by many psychiatrists that mental illness 
is based primarily on difficulties in inter- 
personal relations that result in frustra- 
tion of instinctive needs and strivings 
whose satisfactions are essential for nor- 
mal growth and happiness. 

The blocking or thwarting of these 
drives leads to unpleasant states of ten- 
sion whose specific expressions vary over 
a wide spectrum. Tension is manifested 
in some patients by anxiety or apprehen- 
sion; in others, it is transformed into 
obsessions or compulsions. Some patients 
fix their attention upon actual or fancied 
somatic complaints and become “psychic 
invalids” ; others have major disturbances 
in autonomic balance resulting in mal- 
functioning of visceral organs (psycho- 


somatic illness). Still another group is 
characterized by withdrawal, preoccupa- 
tion with primitive fantasies, and attempts 
at resolution of psychic tensions either by 
inappropriate aggressive action or spe- 
cialized psychic experiences such as delu- 
sions and hallucinations. 

From another point of view, mentally 
ill persons suffer from deep-seated feel- 
ings of unworthiness that frequently 
break out in antagonism to authority, 
rival figures, or potential objects of affec- 
tion, and that seriously impair their abil- 
ity for work, play, or love. 


THE FIVE AREAS 


There are five principal areas in which 
rehabilitative efforts to assist a patient 
should be applied: the patient’s own 
psyche, his vocational and educational 
capacities, his family, and the social and 
recreational aspects of the community to 
which he will return. This concept of 
rehabilitation of the mentally ill ap- 
proaches that of total treatment. 

Psychological rehabilitation comes first 
in the hierarchy of concern. We are in- 
terested here primarily in reduction or 
removal of clinical symptoms, resolution 
of disruptive anxieties and tensions, and 
neutralization of intrapsychic conflicts. 
This is primarily a psychodynamic- 
therapeutic problem and is best managed 
by intensive individual or group therapy 
together with all other measures avail- 
able in the hospital and outpatient set- 
ting. It is worth stressing that for many 
patients there exists a “psychopathological 
ceiling” which limits adaptational growth 
very sharply. For these patients, the 
critical psychological problems first must 
be dealt with and resolved before further 
rehabilitation effort can pay off. For oth- 
er patients, however, though psychologi- 
cal problems may be sharply limiting, 
marked rehabilitative gains can be made 
through employment of methods indicated 
below. 

Vocational rehabilitation involves care- 
ful assessment or survey of a patient’s 
occupational or vocational interests and 
capacities, testing his fitness through oc- 
cupational assignment, developing old or 
new skills via occupational or work ther- 
apy, and increasing his work tolerance. 
It proceeds to training outside the hospi- 
tal setting where indicated, assistance in 
job placement, and followup of vocation- 
al adjustment through contacts with the 
patient.and, where possible and helpful, 
with the employer. The vocational coun- 
selor provides a link with the outside 
world. Often the anticipation of work 
and its connotation of status in the com- 
munity provide a major impetus in stim- 
ulating a patient’s desire for recovery. 

Educational rehabilitation can often be 
helpful. To begin with, the experience of 
being mentally ill and of recovering, plus 
all the self-understanding that recovery 
usually implies, may make a profound 
contribution to a person’s psychelogical 
education. Additional efforts to develop 
more fully the person’s skills, talents, 
curiosities, and special interests are often 
worth while. Thus, mental hospitals have 
included programs of art, music appre- 


Journat A.O.A. 


oF 
¥ 


ciation, language instruction, photography, 
carpentry and cabinetmaking, the dance, 
and lectures by teachers of local institu- 
tions as part of the rehabilitative proce- 
dure. Through the stimulation and sup- 
port provided by a rich rehabilitative 
program, many patients have discovered 
that totally new areas of curiosity, com- 
petence, or striving can be developed. 


The patient’s family is the fourth area 
in which rehabilitation is important. It 
seems clear that psychiatry in the future 
will involve itself increasingly with the 
family and its problems. Child psychiatry 
points the way by extending treatment 
simultaneously to both child and parent. 
Recent studies indicate that the patient’s 
breakdown is often part of a major 
struggle going on in the family, with the 
patient the victim of character disturb- 
ances of other family members, long- 
standing feuds, or basic incompatibilities. 
The beneficial effects to the patient of 
hospitalization and the total plan of treat- 
ment may be vitiated unless his family 
also is given considerable support and un- 
derstanding. Furthermore, major changes 
within the family may occur as the result 
of a patient’s hospitalization, and these 
may in turn affect him. Mental or physi- 
cal stress in one or more family mem- 
bers, stigmatization of the family by 
friends or the community, moving to an- 
other community, or closing of family 
ranks against him—especially if his ill- 
ness assumes a chronic course—are ex- 
amples of changes likely to affect a pa- 
tient adversely. Thus, the family must 
be brought within the therapeutic orbit 
if the patient’s rehabilitation potential is 
to be realized fully. 


Experience indicates that the commu- 
nity is one of the weakest areas of pa- 
tient adaptation and one towards which 
relatively little treatment effort is direct- 
ed. Yet it is generally felt that those 
patients who develop deep roots in the 
community are least likely to have re- 
lapses. The ex-patient may go through 
the motions of a job, indeed be quite pro- 
ductive, yet be unable to tolerate social 
contacts, dependent as he is upon ease 
and naturalness of association and confi- 
dence in himself. Part of the difficulty is 
the unavailability of suitable sociorecrea- 
tional groups—halfway groups, so to 
speak—that have the tolerance appro- 
priate to each stage in an ex-patient’s 
reintegration. 


PHASES OF THERAPY 


There are three phases of the patient’s 
illness during which rehabilitative efforts 
must be applied: first, during his hospi- 
talization; second, during his transition 
from hospital to community; and third, 
during his community life. 


In the hospital, rehabilitative emphasis 
is on achieving a “therapeutic climate,” 
that is, an interpersonal atmosphere cal- 
culated to undo the pathogenic relations 
of the patient’s earlier life. Therefore, 
personnel in the aggregate should be ac- 
cepting, sympathetic, uncritical, interested, 
and understanding. Within such a climate 
three general patterns of treatment may 
be stressed. 
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The first form of treatment is inten- 
sive, individual psychotherapeutic work 
with a trained, professional therapist. A 
steadfast, reliable relationship that ex- 
plores thoroughly a patient’s thinking and 
feeling can be a remarkable catalyst for 
growth. 

The second aspect of treatment is 
“milieu” therapy, and here we imply not 
only the “therapeutic climate” mentioned 
above but also a program that makes 
available to the patient many activities, 
diversions, and socializing possibilities. 
Active occupational therapy, recreation, 
work, and sports programs are essential. 
Most crucial, of course, are the relation- 
ships developed with other persons—staft 
or patients—in these activities. Often the 
milieu program can be successfully sup- 


plemented by additional group experience 
such as formal group therapy or patient 
government. 

The third area of emphasis is somatic 
therapy. Here we include all efforts di- 
rected toward removal of physical or 
physiological handicaps and, in addition, 
specific somatic treatments, including elec- 
tric shock, insulin, surgery, and pharma- 
cotherapeutic agents. 

Insufficient attention has been paid to 
the transitional phase of the patient’s ex- 
perience. Upon discharge from a hospi- 
tal, most patients experience as more or. 
less threatening the severe cultural dis- 
continuity existing between the hospital 
and the community. Much effort is need- 
ed to develop carefully graded steps for 
the movement of the patient from the 
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Dosage: 2 to 4 drops, placed 
directly on tongue. 

Supplied: Bottles of 6, 30, and 
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hospital to the outside world. In the 
case of deep-seated chronic illness, weeks 
or months of arrest in various transi- 
tional phases may be expected before the 
patient is secure enough to resettle him- 
self independently in the community. In 
this report we can do little more than 
mention the types of transitional facilities 
that may be offered: 

The day or night hospital. The day 
hospital has been developed to allow 
early discharge of patients from hospital 
residence; however, they may continue 
their association with the hospital in 
whatever capacity is needed by returning 
during the day. This is especially suit- 
able when the home environment is too 
difficult for the patient to endure for the 
full day, when patients are as yet unable 
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to work on their own, and when long- 
term contact with the “therapeutic cli- 
mate” is necessary. Night hospital pa- 
tients work during the day but return to 
the hospital overnight. 

The sheltered workshop. The sheltered 
workshop is most useful when it follows 
a well-developed work program within 
the hospital. The patient can absorb ad- 
ditional work training and work “hard- 
ening” in a sheltered workshop, where 
conditions of industry can be approached 
progressively. 

The halfway house. The term refers 
to a residence arrangement, usually under 
the guidance of a supervising person, for 
patients who might profit by group or 
dormitory living and can earn and help 
pay for their maintenance. Patients who 


have no home to go to or who cannot 
anticipate comfortable acceptance at home 
may do very well in a halfway house. 


Family care. Family care programs 
may be very successful, especially for 
chronic patients. The patient is placed 
with a selected family where he becomes 
a member who works or contributes up 
to his capacity. The State or philan- 
thropic agency foots the bill, and the 
hospital usually maintains supervision 
through a social worker or public health 
nurse. 


The ex-patient club. Patients and ex- 
patients have shown they are able to band 
together successfully in their own inter- 
est. Inpatient self-government is a grati- 
fying actuality in many hospitals, and ex- 
patient clubs are increasing in number 
and variety throughout the country. In 
ex-patient clubs, former patients have an 
opportunity to participate in many group 
activities and in this way gain assurance 
and confidence in social situations. Club 
membership may be a steppingstone to 
developing more secure community roots 
and thus may play an important role in 
prevention of relapse. 


Outpatient therapy. Therapy for out- 
patients in a growing service that proves 
invaluable to many ex-patients who need 
group work, long-term supportive or 
analytic therapy, or who require a course 
of pharmacotherapy or electric shock 
treatments. Therapy for the outpatient 
constitutes a major bulwark of support 
as well as a defense against rehospitaliza- 
tion. 


Community adjustment becomes a nat- 
ural and easy consequence of these grad- 
uated transitional steps back to society. 
The patient will need considerable sup- 
port to withstand the stresses and slights 
felt in interaction with other citizens. 
Finding a job is often a problem because 
of the stigma attached to mental illness, 
and acceptance in the family or social 
group at times may be achieved only 
through an uphill fight. Here continued 
interest and support from the hospital is 
essential, and in some instances counsel- 
ing and home visits by a trained worker 
can be helpful. Often family members 
may be encouraged to seek psychiatric 
help themselves, for a patient’s break- 
down in many instances can be assumed 
to be part of a psychopathological family 
atmosphere. Finally, the hospital has a 
responsibility of educating citizens in 
general in problems of mental health and 
of cultivating good will toward both pa- 
tients and ex-patients. 


What outcome may reasonably be ex- 
pected under good conditions of care and 
treatment? Although studies are still in- 
adequate, the expectation is that of 100 
acute cases admitted to an active treat- 
ment hospital, 80 to 85 will return to the 
community at various levels of improve- 
ment within a few months. Recent fol- 
lowup studies from the Massachusetts 
Mental Health Center show that 75 per- 
cent of male ex-patients are working full 
time 1 to 2 years after hospitalization. 
Their earnings at the time of followup 
equal their pre-illness levels. We know 
that the lives of ex-patients are often 
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quite impoverished in the social sphere, 
but we do not yet have systematic data 
to support this knowledge. While re- 
lapses may occur in about 25 to 30 per- 
cent of ex-patients, these are often of 
brief duration. At 5-year followup, more 
than 80 percent are in the community, 
and roughly half of the original number 
have not returned to any institution for 
psychiatric care. 


Community clinics 
for the 
mentally retarded* 


Rudolph P. Hormuth, M.S. W. 
Specialist in Services for 

Mentally Retarded Children, Division of 
Health Services, Children’s Bureau 


In the latter part of 1949 a group of 
parents in New York began to explore 
the possibility of establishing some spe- 
cial clinical facilities for themselves and 
their retarded children. Most of the par- 
ents in this group had done a good deal 
of “shopping” for help. It seemed to them 
that the existing clinics could not and did 
not answer their need. These facilities 
were too limited and too overtaxed with 
other problems. Their intake policies were 
too restrictive. Most of them lacked staff 
experienced in dealing with with the men- 
tally retarded. In most of them treatment 
was not available to the “less responsive” 
mentally retarded patients. 

The few special clinics which were in 
existence for the mentally retarded at 
that time were largely limited to sorting 
and labeling the mentally retarded—to 
separating them from the normal and 
from other handicapped persons. They 
were used in certification and commit- 
ment procedures, in determining eligibil- 
ity for special classes and in some re- 
search programs. Their function was a 
limited diagnostic one. 

The parents in New York wanted spe- 
cial clinical facilities which had a much 
broader purpose. They wanted more than 
a_ labeling-and-sorting operation. They 
wanted some definite answers and some 
continuing help. As parents they wanted 
to know what was wrong with their chil- 
dren: Why had this tragedy happened to 
them? What had caused it? What could 
be done about it? They wanted the kind 
of help for themselves and their retarded 
children that they could get from a child- 
guidance clinic or medical clinic if their 
child had a behavior problem or an ortho- 
pedic condition—evaluation, diagnosis, in- 
terpretation of findings, and continuing 
guidance and management supervision. 

In 1949, these parents were unable to 
find anywhere in the United States an 
example of the kind of clinic they had 
in mind. There was little guidance pro- 
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fessionals could offer. No one had expe- 
rience in providing the type of service 
they wanted. No one quite knew what it 
took or how best to design such a serv- 
ice. What the parents finally set up was 
an exploratory demonstration project, 
based on some judgments, a few guesses, 
and lots of hope. 

Five years later, in 1955, the member 
units of the National Association for 
Retarded Children, in a survey of their 
activities, reported that 33 such special 
clinics for the retarded were either being 
operated directly by them or had been 
stimulated by them. According to this 
survey, 12 additional clinics were being 
planned for 1956. 

The growth and expansion of such 
clinical facilities within the past year has 


been even more rapid. Many more have 
been developed by parent groups, hospi- 
tals, and private foundations. In addition, 
through congressional appropriations the 
Children’s Bureau has assisted health de- 
partments in 24 States and Territories to 
establish special projects in mental re- 
tardation, all of which include some as- 
pects of special clinical services to young 
mentally retarded children and their fam- 
ilies. 

While the definition of clinic varies, 
about 75 community clinical programs 
for the retarded in various parts of the 
country could be listed at the present 
time. In view of their increasingly sig- 
nificant place in the total program for 
mentally retarded, it is important to ex- 
amine them critically. How have they 
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been developed? What administrative and 
functional pattern have they evolved? 
Where have they failed? What have 
they proved? Which of them could serve 
as models for future developments? 
While the enthusiasm of the parents’ 
groups which stimulated these clinical 
programs created an extremely favorable 
atmosphere for experimentation and the 
evolution of new patterns of service, it 
also developed a negative aspect—a feel- 
ing of distrust of anything that already 
existed. What was known and what had 
been done had not met the need. None of 
it could be used. At times this feeling re- 
sulted in the discarding of basic princi- 
ples of services to people and in losing 
track of basic human needs which the 
mentally retarded have in common with 
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other individuals. Mental retardation was 
viewed as a specific subnormal condition 
of the intellect and the approach was to 
this subnormal condition alone. 


CLINIC PATTERNS 


The effect of many of these positive 
and negative factors on the new special 
clinics is evident in their operation, func- 
tioning, and achieved results. Some of 
the problems created by the lack of clar- 
ity as to how mental retardation should 
be defined are also reflected in the oper- 
ations. Some of these clinics have been 
unable to say who is to be included in 
the category of the mentally retarded as 
far as their own operations go. Some are 
still struggling with such questions as to 
whether mental retardation is primarily 


a social problem or whether it is a med- 
ical, a psychological, and educational or 
a psychiatric problem. 

Naturally, the way a clinic answers 
these questions has a bearing on what it 
does and how. The answers will deter- 
mine, for example, whether there is med- 
ical direction, whether there is a team 
approach, whether the child or the par- 
ents are the focus of attention in the 
helping process, what is included in eval- 
uation, and what kind of help is offered, 

The new special clinics which have 
sprung up since 1949 are variously or- 
ganized. They include facilities patterned 
after the traditional pediatric out-patient 
service; the traditional child-guidance 
clinic; single-discipline guidance centers 
staffed only by psychologists or social 
workers; and various combinations of 
these patterns. They include facilities di- 
rected by pediatricians, psychiatrists, psy- 
chologists, social workers, nurses, edu- 
cators, or others, with different program 
emphases resulting from different profes- 
sional direction. Goals and purposes are 
variously defined. Indeed, in looking at 
this assortment of new clinics, one is at 
times struck by the fact that the only 
thing which many of them have in com- 
mon is the kind of patients they serve— 
the mentally retarded. But even this diag- 
nostic category is defined differently in 
different clinics. 

Despite the varying concepts as to 
what a special clinic for the mentally re- 
tarded should be, much has been achieved 
through these experimental demonstra- 
tions. 

New resources have been brought to 
bear on the problem. For example, the 
special projects of the Children’s Bureau, 
developed by the maternal and child- 
health programs of the State health de- 
partments, have produced a public-health 
approach in the provision of clinical 
services to younger children. Directed by 
pediatricians, they provide clinical teams, 
usually consisting of social workers, psy- 
chologists, public-health nurses, child- 
development specialists, and consultant 
psychiatrists. 


Experimentation in the clinics which 
have existed for several years has proved 
and disproved a great many assumptions 
and concepts about mentally retarded 
children. For instance, observations of 
mongoloid children living at home have 
demonstrated that these children do not 
necessarily follow the sterotyped behav- 
ior pattern, so frequently seen in institu- 
tions, of being sweet and docile. 


These clinics have emphasized the in- 
dividuality of the person who may be re- 
tarded. They have demonstrated the need 
of retarded persons for primary services 
in health, education, and welfare as well 
as for special help. 


The achievements of some of the older 
clinics have not always been clear to the 
parents who have turned to them. From 
the point of view of these consumers there 
have been many shortcomings in services. 
Limitations of funds and staff, long wait- 
ing lists, and too little followup after 
evaluation have been responsible for some 
dissatisfaction. Financial and staff short- 
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ages prevent most of these clinics from 
dealing with all of the aspects of each 
problem presented. In some clinics cer- 
tain aspects of evaluation and treatment 
are emphasized, depending upon the set- 
ting and the interest and orientation of 
the director. This emphasis may not fit 
in with the needs of each parent or child 
coming to the clinic. 

A 2-year-old severely retarded child 
and his parents have different needs from 
a 12-year-old educable retarded young- 
ster and his parents. They require differ- 
ent types of skills and services in differ- 
ent degrees of concentration, with indi- 
vidual variations, of course. Mapping out 
a program of daily care for a severely 
retarded 2-year-old is not a psychiatrist’s 
area of greatest competence. On the other 
hand, most pediatricians would not con- 
sider themselves equipped to deal ade- 
quately with a severe behavior problem 
presented by a 12-year-old retarded, but 
otherwise healthy, boy. The parents of 
the 2-year-old might require the assist- 
ance of a public-health nurse, a medical 
social worker, and some nutritional, oc- 
cupational, and physical-therapy consul- 
tation; whereas the 12-year-old young- 
ster and his parents might need a good 
deal of psychiatric help from a psychia- 
tric-clinic staff, including guidance from 
a psychiatric social worker and from a 
psychologist. 


DIFFERENCES WITHIN THE CATEGORY 


To serve mentally retarded children 
and their families well, planning for 
community-wide services takes into ac- 
count the individual differences within 
families, the various causes and degrees 
of severity of retardation, the different 
ages of the retarded children, and the 
different behavioral expressions. 

These differences call for a variety of 
clinical services, all of which have a place 
in an overall, balanced program for the 
mentally retarded. No one clinic can be 
designed to meet their total needs, any 
more than one clinic can take care of all 
the needs of normal people. We do not 
expect child-guidance clinics to provide 
well-baby care. We do not expect geri- 
atric services to care for children. 

Approaching the question of special 
clinical facilities in this manner, the kind 
of direction, approach, and staffing pat- 
tern utilized really would depend upon 
the kinds of problems, the functioning 
levels, chronological ages, and develop- 
mental stages with which the clinic was 
attempting to deal. As do normal chil- 
dren and adults, mentally retarded indi- 
viduals go through certain developmen- 
tal stages. Within each developmental 
stage certain needs are paramount. Clin- 
ics must be staffed and have their pro- 
grams planned to meet the needs char- 
acteristic of each stage. 

Taking these stages chronologically we 
come first to the prenatal period. 

It has been estimated that approxi- 
mately 90 percent of the known condi- 
tions’ resulting in mental retardation 
originate in the prenatal period. If this 
proves correct, special attention must be 
given to all known possibilities of pre- 
vention. 
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While a great deal of research still re- 
mains to be done, we do have some 
knowledge about the relationship of pre- 
natal life to mental retardation. For ex- 
ample, we have some evidence of the ad- 
verse effect on the fetus of nutritional 
deficiencies and we know of certain com- 
plications of pregnancy, such as German 
measles occurring during the first tri- 
mester, or the Rh factor. 

Preventive efforts depend upon the de- 
velopment of criteria for detection of 
conditions during pregnancy which might 
result in mental retardation and the bet- 
ter application of already existing knowl- 
edge of day-to-day prenatal and: obstet- 
rical care. These efforts should focus on 
alerting medical and other personnel, 


through refresher courses and other 
means, to recognize clinical signs of con- 
ditions in an expectant mother which 
could result in mental retardation in her 
unborn child. Such efforts would include 
making available to the medical practi- 
tioners consultation services from a va- 
riety of specialists and providing labora- 
tory facilities to assist in the evaluation 
of suspect cases and in outlining specific 
treatment approaches. To be effective 
such consultation requires coordinated 
effort and a team approach. 

Following delivery, the care and treat- 
ment of the newborn infant who is men- 
tally defective requires experts with 
other skills. From the: prevalence studies 
which have been completed,? we might 
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expect to identify approximately 2 men- 
tally retarded children per 1,000 infants 
under a year old. Retardation to be de- 
tectable at this age has to be severe. Un- 
doubtedly better casefinding methods will 
increase this rate. Also, as diagnostic 
techniques are improved, some less se- 
verely affected children might be recog- 
nized as mentally retarded at this age. 
Nevertheless, the known group would be 
made up largely of infants diagnosed at 
birth as being mentally defective. 


CARE OF INFANTS 


Diagnosis of mental impairment in in- 
fancy is based largely on the existence 
of one or more of a variety of congenital 
abnormalities generally associated with 
mental retardation. Such diagnosis rests 
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with the physician, as does the primary 
responsibility for interpreting the child’s 
condition to the parents. Since what has 
been diagnosed is a specific medical con- 
dition or a symptom picture, which it is 
assumed will result in mental retarda- 
tion, the initial assistance provided to 
parents in meeting this impact should 
primarily come from the physician. Like- 
wise, any treatment which might stop or 
reverse the progress of these congenital 
conditions must derive from medical 
prescriptions. 

Pediatric services are of first impor- 
tance for maintaining the health of men- 
tally retarded children, just as they are 
for the health of all children. Many of 
the infants in this group have a weak 
hold on life. Without skillful prenatal 


and obstetrical care many of them would 
not survive. 

A program designed for newborn in- 
fants identified as being mentally re- 
tarded requires therefore pediatric direc- 
tion. Its clinical services must be directed 
toward: 

1. Prevention of further organic dam- 
age, particularly in such conditions as 
galactosemia and phenylketonuria. 

2. Health supervision for the infant. 

3. Interpreting the child’s condition to 
the family, planning with them for the 
child’s care, and helping them get the 
help they need. 

Since most retarded infants are under 
the care of private physicians, consulta- 
tion services to assist physicians in carry- 
ing out these functions should be part of 
the total planning. 


THE ONE TO FIVES 


In the age range of 1 to 5 years the 
number of children identified as mentally 
retarded increases. Diagnostic instru- 
ments in this group become a little more 
sensitive so that some less severely re- 
tarded children can now be recognized. 
The prevalence rates in studies’? suggest 
that we might expect a rate of 4 men- 
tally retarded children per 1,000 in the 
l- to 2-year-old group; and of 6 chil- 
dren per 1,000 in the 3- to 4-year-old 
group. 

Differential medical diagnosis is more 
complicated in this age grouping. Chil- 
dren who fail to perform like their peers 
in the expected sequence of development 
are frequently suspected of being men- 
tally retarded. Visual and hearing diffi- 
culties, cerebral palsy, and other physical 
handicaps frequently interfere with func- 
tioning, and the resulting lag in devel- 
opment becomes apparent. Determining 
whether developmental lags are due to 
sensory defects, other disorders of phys- 
ical and psychological nature, or mental 
retardation is an important aspect of 
service for children from 1 to 5. 

The differential diagnosis, arrived at 
by the physician with such supplemen- 
tary findings as he seeks, now requires a 
continuing contribution from the psychol- 
ogist for a stage-by-stage evaluation of 
the rate, deviations, and strengths of the 
developmental process. 


The reactions of parents who learn 
about their child’s retardation during 
these years are different from those of 
parents told about their child’s defect 
shortly after delivery. The parents of 
an older child who had assumed that he 
was normal, may slowly accumulate evi- 
dence that something is wrong, such as 
little or no learning from experience, or 
apparent incapacity to move from crawl- 
ing to walking. These are the parents 
who are apt to shop around, driven per- 
haps by a mixture of disbelief and hope. 
The sooner they obtain definitive diag- 
nosis and evaluation, the sooner they can 
turn their energies to productive activ- 
ities on behalf of their child. They then 
are interested in some specific advice and 
guidance in such matters as training the 
child to crawl, sit, walk, talk, feed him- 
self, dress, undress, go to the toilet, and 
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perform other aspects of self-care. To 
provide parents with this kind of help a 
home training program becomes an es- 
sential element in the services of a spe- 
cialized clinic. 

Clinic services for retarded children 
of prescheol age must be geared to serve 
the moderately retarded whose retarda- 
tion may not be discovered until they 
are as old as 4 or 5. On the whole, these 
children will function at higher levels 
than those whose retardation was appar- 
ent earlier, and they will have had sev- 
eral years of comparatively “normal” re- 
lationships and experience in family life. 
Their retardation may show itself in 
slight deviations in specific areas of de- 
velopment, such as speech or play pat- 
terns. These children may be ready for 
their first supervised group experiences, 
which they might receive in play groups 
promoted by the clinic, by some other 
agency, or by a parents’ group. Having 
had preliminary satisfying experiences 
with other children, a fair proportion of 
them are capable of participating in reg- 
ular nursery programs. For example, a 
5-year-old who looks and acts like a 4- 
year-old might be placed in a regular 
4-year-old group. 

The total group of children known to 
be mentally retarded swells in number 
during the first years of school attend- 
ance because it now includes those who 
have been identified as retarded because 
of their inability to cope with school de- 
mands. Severely retarded children come 
to represent only a small minority of the 
total group. 

Behavior and emotional difficulties are 
both more prevalent and more prominent, 
bringing a greater need for psychiatric 
help. Community planning for this group 
centers primarily on providing educa- 
tional facilities, and necessitates the 
gearing of clinical services largely to de- 
termining a child’s readiness for school 
and providing diagnostic information to 
the schools to help them map out ap- 
propriate educational programs. The clinic 
would have to be staffed by personnel 
able to treat effectively the behavior 
problems of retarded children and to dif- 
ferentiate diagnostically between the chil- 
dren who are mentally retarded and those 
who are emotionally disturbed. Parents 
who first learn of their children’s retar- 
dation during early school years face a 
different situation from that of parents 
who learned during their child’s infancy 
or early childhood of their children’s con- 
dition. Many parents of a school-age re- 
tarded child presumed, before he en- 
tered school, that their child was normal 
and enjoyed a few years of relationships 
with him unclouded by worry about his 
abilities. To readjust their concept of 
their child and still maintain a healthy 
relationship to him, as they vacillate be- 
tween belief and disbelief following the 
school’s detection of the mental retarda- 
tion, often requires casework help spread 
over a long period. 


ADOLESCENTS AND YOUNG ADULTS 


In adolescence and early adult life, se- 
verely retarded persons continue to re- 
quire special and separate facilities. So 
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do those who are capable of functioning 
more fully but in whom mental retarda- 
tion has become complicated by emotional 
deprivation and lack of training. How- 
ever, most of the mildly retarded indi- 
viduals who were defined as “educable” 
during their school years apparently no 
longer require special community serv- 
ices. They have become at least mar- 
ginally self-sufficient and have apparently 
found a place in the community as earn- 
ers. 

With young adults the need to work 
and produce is a major drive. Those 
young adults whose mental retardation 
is of such a nature as to require con- 
tinued community programming profit 
from vocational education, employment 


guidance, and job placement. Some re- 
quire sheltered work opportunities. So- 
cial and recreational programs, which 
may have to be developed especially for 
such individuals, must also be an im- 
portant element of planning. Psychiatric 
help should be available, of course, be- 
cause of the inevitable strains on the 
mentally retarded even in the most pro- 
tected situations. 

Problems of sex, dating, and marriage 
present themselves in adolescence and 
adulthood. Many retarded persons are un- 
able to cope adequately with these drives. 
Individual problems approximate a chronic 
pattern of withdrawal, regression, de- 
pendence, and isolation. There is preoc- 
cupation on the part of both the retarded 
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adult and his family as to what will hap- 
pen when the family no longer is able 
to provide supervision. 

In general, clinical services for adult 
retardates also have a special contribu- 
tion to make in evaluation of work po- 
tentials, supervision of health problems 
related to the retardation, and the re- 
evaluative observation which would spot 
possible deteriorative processes. Among 
some retardates there is the breakdown 
of some physical functions and _ the 
emergence of some senile patterns at an 
earlicr chronological age than is usual. 

In addition to the kind of evaluation 
just described, clinical services for adult 
retardates must be prepared to offer sup- 
portive guidance and casework help. 
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The development of clinical services 
for people who are mentally retarded, 
therefore, is not a simple undertaking. 
Such services cannot be provided in the 
same way as services for specific organic 
disorders. The category of mental re- 
tardation is too broad and nonspecific. It 
includes too wide a range of human 
needs to make it practicable to attempt 
to meet all of them in any one clinic or 
with a set pattern of clinical specialists. 
Services people require at differing de- 
velopmental stages should determine the 
staffing patterns at such stages. 

The sequence in establishing the vari- 
ous units of clinical services to achieve a 
totally balanced program should be 
guided by community leadership decision 


on what degrees of retardation and what 
age groups require attention first. 
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Geographic variation 
in fatal accidents* 


The mortality from accidents in the 
United States shows a characteristic geo- 
graphic pattern year after year. The 
highest death rates are recorded among 
the residents of the Mountain region, 
while the lowest rates are found among 
those residing in the Northeast. In 1954- 
55, the six States with the poorest records 
—Nevada, Montana, Wyoming, Idaho, 
New Mexico, and Arizona—were all 
sparsely settled areas in the Mountain 
region. The fatal accident rate in Ne- 
vada and Montana exceeded 90 per 
100,000 population, which was more than 
1% times the national figure. At the 
other extreme were New Jersey, New 
York, and Rhode Island, with accident 
death rates under 45 per 100,000. 

The geographic pattern for all types of 
fatal accidents as a group is determined 
in large measure by the variations in the 
motor vehicle accident death rate. In the 
Mountain States the mortality from such 
accidents—32.9 per 100,000 in 1954-55— 
was more than twice that in either the 
New England or the Middle Atlantic re- 
gion. Each of the eight Mountain States 
had a motor vehicle accident death rate 
above that for the country as a whole, 
most of them exceeding the national av- 
erage by more than 50 percent. The mor- 
tality from this type of accident alone in 
Nevada—47.1 per 100,000—was nearly 15 
percent greater than the death rate from 
all accidents combined in New Jersey. 
Outside the Mountain region, the motor 
vehicle accident mortality was particular- 
ly high among the residents of Texas, 
Kansas, Michigan, and Georgia. 

In contrast to the experience for motor 
vehicle accident fatalities, the death rate 
from falls is highest in the northeastern 
section of the country. Actually, in both 
the New England and the Middle Atlan- 
tic regions, falls outranked motor vehicle 
accidents as a cause of death. Massachu- 
setts had the highest frequency of fatal 
falls in the country, the rate of 25.9 per 
100,000 in 1954-55 being about twice that 
for motor vehicle accidents. Next in 
order were Rhode Island, Iowa, Missouri, 
and Pennsylvania. At the other extreme 
were South Carolina and New Mexico, 
with death rates less than one fourth the 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, September 
1957. 
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rate in Massachusetts. To an appreciable 
extent, the geographic’ variation in the 
mortality from falls reflects the propor- 
tion of older people residing in the vari- 
ous States. The aged account for a large 
majority of the fatally injured in acci- 
dental falls. 

Conflagrations and burns by other 
means likewise record wide geographic 
differences in mortality. The Svuth and 
Southwest suffer the highest death rates 
from this group of causes. In four south- 
ern States—Mississipppi, South Carolina, 
Alabama, and Arkansas—conflagrations 
and burns by other means account for 
more deaths than falls. In part, the un- 
favorable record for the South reflects 
the much higher death rate from this 
cause in the nonwhite than the white 
population. Differences in type of hous- 
ing undoubtedly contribute to the dispar- 
ity in mortality between these two seg- 
ments of the population. 

The salient facts regarding the other 
causes of accidental death may be briefly 
summarized. Both drowning and water 
transportation record relatively high 
death rates in Maine, Delaware, Florida, 
and Louisiana—all of them coastal States. 
Fatal firearm mishaps occur with greatest 
frequency in the Mountain and the south- 
ern areas. The mortality from machinery 
accidents, surprisingly enough, is general- 
ly low in the industrial States; the unfa- 
vorable record for the agricultural areas 
reflects the hazards in the use of farm 
machinery. The West and the South lead 
in fatal accidental poisoning by solids and 
liquids, which includes poisoning by bar- 
biturates. A striking fact in this connec- 
tion is the much higher death toll from 
barbiturates in California than in any 
other State; California residents account- 
ed for one third of the 411 accidental 
deaths from barbiturates reported in the 
United States during 1955. 


Recent progress 
in control of 
maternal mortality* 


Among the notable medical and public 
health achievements of recent years has 
been the marked reduction in mortality 
incidental to pregnancy and childbirth. 
In 1956, when registered births in the 
United States reached a record high of 
4,168,000, less than 1,600 deaths were re- 
ported as due to puerperal conditions— 
one maternal death for every 2,700 live- 
born babies. The maternal mortality rate 
in 1956 was only 3.8 per 10,000 live births, 
which represents a reduction of about 
one half in the last five years and of 
three fourths in the last decade, after al- 
lowance is made for changes in proce- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, September 
1957. 
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dures of classifying puerperal deaths. 
Each of the major causes of maternal 
mortality has recorded a sharp decrease, 
with the largest reduction—85 percent 
between 1944 and 1954—in the mortality 
from puerperal infections. 

It should be noted, however, that the 
number of deaths ascribed to childbear- 
ing somewhat understates the problem. 
The effect of introducing the Sixth Revi- 
sion of the International List of Causes 
of Death in 1949 was to reduce by nearly 
10 percent the number of deaths assigned 
to maternal causes. Moreover, a consid- 
erable number of maternal deaths among 
pregnant women are not reported as such. 
In one recent study the actual number 


was about 75 percent more than the re- 
ported number.t 

Both age and the socioeconomic status 
of the mother affect the level of maternal 
mortality. The hazards of childbearing 
increase rapidly with advance in age 
after 30. This reflects in part the extra 
risk for older women bearing their first 
child, and perhaps in part the effect of 
many or closely spaced pregnancies. The 
adverse effect of unfavorable socioeco- 
nomic conditions is reflected in the higher 
maternal mortality among nonwhite wom- 


+Jewett, J. S., “Changing Maternal Mortality 
in Massachusetts,” The New England Journal 
of Medicine, Vol. 256, p. 395, February 28, 
1957. 
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CONTROL IS 


IMPORTANT 
in a dangerous situation 


The No. 1 Killer in America is cardio-vascular 
disease'. It caused over half of all deaths in 
1950 and 1952? and its incidence has steadily 
increased ever since. Although no respecter of 
age, the mortality rate rises with each advanc- 
ing year from maturity through the sixties. Yet, 
age itself is not the prime causative factor... 
dietary deficiencies and excesses play the 
major roles. 

In cardio-vascular disease, the villain is ather- 
osclerosis and its sequala, arteriosclerosis. In the 
published opinion of the nation’s leading heart 
specialist*, atherosclerosis is the underlying 
cause of 99% of coronary disease. High blood 
serum levels of cholesterol have long been linked 
with atherosclerosis. Many authorities*.* be- 
lieve that elevated cholesterol levels and athero- 
sclerosis result froma deficiency of the essential 
unsaturated fatty acids (principally linoleic acid) 
and a high ratio of hard fats (saturated fatty 
acids) in the diet. 

Recent experimental and clinical evidence 
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en, their rate being nearly four times 
that for the white. Nonwhite women now 
account for nearly 40 percent of the an- 
nual maternal death toll in our country, 
although they give birth to only about 15 
percent of the babies. 

The medical profession—particularly 
ebstetricians, gynecologists, and other 
specialists—are continuing their efforts to 
make childbearing as safe as possible. 
Many State and local medical organiza- 
tions, and especially hospital staffs, con- 
duct careful surveys to determine the 
factors responsible for maternal deaths 
in their area and how they cay be pre- 
vented. Most of these studies,f in vari- 


tSummarized in “A Guide for Maternal 
Deaths Studies,’’ Committee on Maternal and 
Child Care of the Council on Medical Services, 
American Medical Association, 1957. 


108 


ance with vital statistics reports, show 
that hemorrhage is the principal cause of 
maternal deaths, accounting for one 
fourth the deaths classified as obstetric. 


Next in raiare toxemia, with about one- 


fifth of the obstetrical deaths, and sepsis, 
with about 10 to 15 percent. These studies 
indicate that a relatively high proportion 
of the deaths, especially from hemor- 
rhage and toxemia, could have been pre- 
vented by adequate prenatal care, better 
obstetric management—including the more 
judicious use of anesthesia and replacing 
blood where necessary—and the preven- 
tion and control of infections. Deaths 
from ectopic pregnancy, which account 
for 8 percent of the maternal mortality 
in official statistics, can usually be pre- 
vented by early diagnosis and prompt sur- 
gery. The handicap of chronic disease in 


the mother, not infrequently a determin- 
ing factor in the fatal outcome of preg- 
nancy, may in many cases be overcome 
by utilizing more effectively the services 
of consultants in the various medical spe- 
cialties. 

The studies made under medical aus- 
pices naturally emphasize the responsibil- 
ity of the physician in reducing maternal 
deaths. A major part of the responsibil- 
ity, however, rests with the women them- 
selves. They need to realize the impor- 
tance of seeking prenatal care early, of 
observing good health and nutritional 
habits during pregnancy, and of ceop- 
erating completely with their physicians. 
Community responsibiilty involves the 
provision of adequate prenatal clinics, 
hospital and nursing facilities, especially 
in low income areas, and making avail- 
able pertinent knowledge regarding child- 
bearing. 


Sex difference in 
mortality increasing* 


Females in the general population of 
the United States have for many years 
experienced a lower mortality than males 
and with the passage of time have been 
increasing their advantage. Both sexes 
have recorded marked reductions in mor- 
tality, but the decreases have been appre- 
ciably greater for females than for males. 
As a consequence, whereas the age-ad- 
justed death rate for white males exceed- 
ed that for white females by 18 percent 
in 1926-30, the excess increased to 55 per- 
cent in 1951-55. The figures on longevity, 
like those on mortality, show a widening 
disparity between the sexes. In 1926, the 
average length of life of white males in 
the United States was 57.0 years, com- 
pared with 59.6 years for white females, 
a difference of 2.6 years; in 1955, the re- 
spective figures were 67.3 and 73.6 years, 
a difference of 6.3 years. 

The ratio of male to female mortality 
has increased at every period of life, but 
the extent of the rise has varied consid- 
erably with age. The smallest increase 
occurred at the youngest ages. Among in- 
fants, the excess male mortality rose only 
from 29 percent in 1926-30 to 33 percent 
in 1951-55, and at ages 1-4 from 13 to 19 
percent. On the other hand, the most 
pronounced increase in the sex ratio of 
mortality was experienced in adolescence 
and early adult life. At ages 15-24, the 
death rate among white males exceeded 
that for white females by little more 
than 10 percent in 1926-30; in the most 
recent five-year period the rates were in 
the ratio of about 214 to 1. An important 
factor in the growing divergence in mor- 
tality between the sexes for this age 
group has been the very marked reduc- 
tion in maternal mortality rates. Another 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, September 
1957. 
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factor has been the sharp rise in fatal 
motor vehicle accidents among males. 


The picture for the sex ratio of mor- 
tality by age has changed from 1926 to 
1955. In 1926-30, at no age group was 
the difference in mortality between white 
males and white females as much as 30 
percent; the largest sex differences were 
observed in infancy, the school ages, and 
at the ages just past mid-life. In 1951-55, 
the widest divergence, as already noted. 
was at ages 15-24, while the smallest sex 
differences occurred among young chil- 
dren and at ages 65 and over. 


Each of the leading causes of death 
has recorded a greater improvement 
among females than among males. The 
age-adjusted death rate from the major 
cardiovascular-renal diseases among white 
females fell 28 percent between 1926-30 
and 1951-55; among white males the cor- 
responding decrease was only 4 percent. 
As a result of these differences in trend, 
the ratio of male to female mortality 
from the major cardiovascular-renal dis- 
eases rose from 1.17 to 1.56. 


For the malignant neoplasms, the two 
sexes show contrasting mortality trends 
when the two time periods are compared. 
While the age-adjusted death rate from 
this cause decreased from 130.8 to 116.7 
per 100,000 among white females, the 
rate for white males rose from 107.8 to 
135.7. Thus, an excess female mortality 
for the malignant neoplasms has been 
converted into an excess male death rate, 
largely because of the sharp upward 
trend in fatal lung cancer among men. 
Diabetes, however, continues to have an 
appreciably higher mortality among fe- 
males, and is now the only major cause 
of death which has this characteristic. 


Females have benefited to greater ex- 
tent than males from the extraordinary 
progress made in the control of mortality 
from such infectious diseases as tubercu- 
losis, and pneumonia and influenza. Fur- 
thermore, even causes which have long 
recorded a marked excess male mortality 
—notably, ulcers of the stomach and 
duodenum, accidents, and suicide—have 
widened their sex differences. 


The ratio of male to female mortality 
from all causes combined is smaller for 
nonwhite than for white persons. In 
1951-55, the age-adjusted death rate for 
nonwhite males in the United States— 
1,294.2 per 100,000—exceeded that for 
nonwhite females—1,007.6 per 100,000— 
by 28 percent, which compared with an 
excess male mortality of 55 percent 
among white persons. The sex ratio 
among the nonwhite in recent years has 
been the same as that for the white about 
15 years earlier. 

The excess male mortality among white 
persons is smallest for the married and 
greatest for the unmarried. Data <avail- 
able for 1949-51 show that at ages 20-74 
years the age-adjusted death rate for 
married men was about three fifths great- 
er than that for married women; among 
the divorced the ratio of mortality for 
the two sexes was 2% to 1. For the 
single, the ratio was only slightly lower, 
2% to 1, and for the widowed, 2 to 1. 
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Cancer and 
food additives* 


In the development of our knowledge 
of nutrition, primary emphasis has been 
given to deficiencies that may occur in 
our diets and to ways of safeguarding 
against them. Along with the application 
of such knowledge a notable reduction in 
dietary deficiency diseases has occurred. 
With decreasing need in the United 
States for emphasis in this direction, 
more effort has been devoted to the in- 


*Reprinted from Public Health Reports, May 
1957. This article is a staternent by the Food 
and Nutrition Board, National Academy of Sci- 
ences-National Research Council. 


vestigation of positive factors in food- 
stuffs that might be detrimental to health. 

A group of conditions broadly termed 
“degenerative diseases” has assumec. ma- 
jor importance as causes of illness and 
death in recent decades. The causes of 
these conditions are under intensive in- 
vestigation, and especial emphasis is be- 
ing placed on the role of environmental 
factors. 

Causal relationships between environ- 
mental factors and human disease have 
long interested scientists. Indeed, knowl- 
edge of such relationships underlies most 
advances in preventive medicine. It is not 
surprising, therefore, that investigators at 
present are trying to determine whether 
factors in the environment are causally 
related to the occurrence of cancer in 
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man. As has been true in the study of all 
diseases whose causes are unknown, the 
elements of the environment to which 
man is constantly or repeatedly exposed, 
for example, the atmosphere, water, and 
foodstuffs, command the greatest share 
of attention. 


LEGITIMATE CONJECTURE 


Conjecture concerning possible cause 
and effect relationships is a common and 
sometimes an effective device in the de- 
velopment of new knowledge concerning 
disease. Many discussions concerning the 
possible relation of chemicals which may 
occur in foods to the occurrence of can- 
cer in man have been held at scientific 
meetings, and reports of these have re- 
cently appeared in scientific publications. 
Scientists involved in discussions of food 
additives and cancer recognize the con- 
jectures as such, and ascribe importance 
to them only insofar as they may stimu- 
late the kind of inquiries which will help 
advance knowledge. When the scientific 
discussions, either written or spoken, 
have been reported through the press and 
other news media for public information, 
however, the conjectural nature of the 
scientists’ discussions has frequently been 
forgotten, misconstrued, or poorly stated. 
This has contributed to the present ap- 
prehension among consumers over the 
safety of the food supply, and to the 
concern among food manufacturers over 
the possible loss of consumer confidence. 

In view of these circumstances, it is 
desirable that a statement be made clari- 
fying for the public the present state of 
knowledge about the relation between 
food additives and occurrence of cancer 
in man. 


KNOWN FACTS 


What is known concerning a definite 
relationship between ingestion of a sub- 
stance and the subsequent development of 
cancer in man? Accidental repeated in- 
gestion of radium paint or the use of so- 
called radium water has been followed 
by the development of cancer of the bone. 
The ingestion of certain aromatic amines, 
such as b-naphthylamine or 4-amino- 
diphenyl, through industrial exposure has 
been associated with the occurrence of 
cancer of the bladder. Epidemiological 
evidence indicates that a prolonged in- 
take of sufficient arsenic may result in 
development of cancer of the skin. 

Do these materials occur in the food 
supply of the United States? Arsenic is 
the only one. It may occur in some 
foods in extremely small concentrations 
as a pesticide residue and is normally 
present in certain foodstuffs which have 
received no pesticide treatment. Insofar 
as is known, there*is no danger from the 
amount of arsenic likely to be consumed 
from these sources under ordinary condi- 
tions. 

If this were all of the story, probably 
no public apprehension would have arisen. 


EXPERIMENTAL ANIMAL VS. HUMAN 
CANCER 


Investigators studying cancer have in- 
duced the development of tumors in ex- 
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perimental animals by purposely exposing 
them to a number and variety of chemi- 
cals. Such experimental cancer may be 
produced in animals by giving the agent 
by injection, by skin application, or oral- 
ly. From this evidence and knowledge of 
how man may be like or different from 
the experimental animal in the metab- 
olism, excretion, or storage of a particu- 
lar chemical, the scientist can form a 
hypothesis as to how man might react to 
the ingestion of the chemical. In this re- 
spect, the conservative position would 
demand that substances that produce can- 
cer in experimental animals should be 
excluded from human foods as a precau- 
tionary measure, even though it is known 
that a substance carcinogenic in one 
species is not necessarily carcinogenic in 
others. 

Knowledge about possible cancer-caus- 
ing agents in foods is, in general, at the 
point that studies are being devised and 
undertaken to test such possible relation- 
ships. This research is, by its very na- 
ture, expensive and time consuming. 
Years of study will be required to build 
definitive knowledge concerning all causes 
of cancer. There is a need to continue 
and expand present efforts to identify any 
relationships which may exist between 
environmental factors and the occurrence 
of cancer in man. Measures taken to 
safeguard the food supply can be only as 
effective as our state of knowledge per- 
mits. Government agencies, the food in- 
dustry, and bodies such as the National 
Research Council are working together 
to facilitate the development of this 
knowledge and its effective application 
as soon as the information becomes avail- 
able. 


Books received 


Books received for review during the 
period from October 5 to November 5, 
1957, are listed below. Reviews will be 
published as space permits. 


STEDMAN’S MEDICAL DICTIONARY. 
Edited by Norman Burke Taylor, V.D., M.D., 
F.RBSC., F.R:C.P:(Can.), 
M.R.C.S.(Lon.); University of Western On- 
tario and formerly of the University of Toron- 
to; in collaboration with Lieut. Col. Allen Ells- 
worth Taylor, D.S.O., M.A., Classical Editor. 
Ed. 19. Cloth. Pp. 1656, with illustrations. 
Price $12.50. Williams and Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2, 
1957. 


LABORATORY APPLICATIONS IN CLIN- 
ICAL PEDIATRICS. By Irving J. Wolman, 
M.D., Director of Laboratories and Hematolo- 
gist, The Children’s Hospital of Philadelphia; 
Associate Professor of Pediatrics, Undergrad- 
uate and Graduate Schools of Medicine, Uni- 
versity of Pennsylvania; Editor, Quarterly Re- 
view of Pediatrics. Cloth. Pp. 1019. Price 
$15.00. Blakiston Division, McGraw-Hill Book 
Company, 330 West 42nd St., New York 36, 
1957. 


Vor. 57, Dec. 1957 


20 


The new Hand Aneroid 


is ideal at any distance! 


: = is a real convenience, especially for doctors 


who wear bifocals. The gage of the new Tycos 
Hand Model Aneroid is read easily at any distance— 
whether close up or at arm’s length. This is especially 
convenient when examining very sick patients in bed. 
The new Tycos Hand Model Aneroid also has these 
valuable features: 
e Inflating bulb and air release valve built right into 
the back of the gage. 
e Balanced to fit comfortably in either hand. 
e New feather-touch valve control. New floating 
stainless steel ball replaces old needle valve. 
e Single tube with Luer lock fitting—you can apply 
the cuff on your patient's arm before you attach the 
gage. 
e Accurate in any position . . . always accurate when 
pointer returns to zero. Famous Tycos 10-year triple 
watranty. 
Made by skilled American instrument 
technicians—service available in all 
parts of the country. Genuine leather 


Tycos 


zipper case and Hook Cuff. Weighs pes pee 
only 18 ounces. $47.50. HALF A CENTURY 


1907-1957 


Taylor Instrument Companies 
Rochester1, N.Y. Toronto, Canada 
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BONE TUMORS. General Aspects and an 
Analysis of 2,276 Cases. By David C. Dahlin, 
M.D., Consultant, Section of Surgical Pathol- 
ogy, Mayo Clinic; and Associate Professor of 
Pathology, Mayo Foundation, Rochester, Min- 
nesota. Cloth. Pp. 224, with illustrations. 
Price $11.50. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, IIl., 
1957. 


CARDIO-CHARTING Universal Method of 
Recording Heart Auscultation. By Arthur Bris- 
kier, M.D., Senior Clinical Assistant Physician 
and Cardiologist, Mount Sinai Hospital, New 
York City; Assistant Physician, Cardiac De- 
partment, French Hospital, New York City. 
Cloth. Pp. 58, with graphs. Price $6.00. The 
Macmillan Company, 60 Fifth Avenue, New 
York 11, 1957. 


OPERATIVE OBSTETRICS. By R. Gor- 
don Douglas, Professor of Obstetrics and Gyne- 
cology, Cornell University Medical College; 
Obstetrician and Gynecologist-in-Chief, The 
New York Hospital; Director of the New York 
Lying-In Hospital; and William B. Stromme, 
Attending Obstetrician and Gynecologist, North- 
western Hospital and Fairview Hospital, Minne- 
apolis; Formerly Instructor in Obstetrics and 
Gynecology, Cornell University Medical Col- 
lege; Assistant Attending Obstetrician and 
Gynecologist, The New York Hospital. Cloth. 
Pp. 735, with illustrations. Price $20.00. Apple- 
ton-Century-Crofts, 35 W. 32nd St., New York 
1, 1957. 


THE STORY OF PEPTIC ULCER. Con- 
ceived by Richard D. Tonkin, M.D., F.R.C.P., 


Westminster Hospital, London Characterised 
by Raymond Keith Hellier, F.R.S.A. Cloth. 
Pp. 71, with illustrations. Price $2.25. W. B. 


Saunders Company, West Washington Square, 
Philadelphia 5, 1957. 


A SYSTEM OF OPHTHALMIC ILLUS- 
TRATION. By Peter Hansell, M.R.C.S., 
F.R.P.S., F.B.P.A., Director of the Depart- 
ments of Photography and Illustration, Institute 
of Ophthalmology and Westminster Medical 
School, University of London. Cloth. Pp. 114, 
with illustrations. Price $5.75. Charles C 
Thomas, Publisher, 301-327 East Lawrence Ave., 
Springfield, Ill., 1956. 


PRACTICAL ELECTROCARDIOGRAPHY. 
By Henry J. L. Marriott, M.D., Associate Pro- 
fessor of Medicine, University of Maryland; 
Chief, Electrocardiograph Department, Mercy 
Hospital, Baltimore. Ed. 2. Cloth. Pp. 226, 
with illustrations. Price $5.00. Williams & 
Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2, 1957. 


CLINICAL PATHOLOGY DATA. Com- 
piled by C. J. Dickinson, B.A., B.Sc., B.M., 
M.R.C.P., Medical Registrar, Middlesex Hospi- 
tal; (Late Resident Medical Officer, University 
College Hospital; Captain R.A.M.C.) With a 
Foreword by C. E. Dent, Ph.D., M.D., 
F.R.C.P., F.R.1.C. Professor of Human Metab- 
olism in the University of London. Ed. 2. 
Cloth. Pp. 91. Price $4.00. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Ill., 1957. 


ROOTS OF MODERN PSYCHIATRY. Es- 
says in the History of Psychiatry. By Mark D. 
Altschule, M.D. With the collaboration of Eve- 
lyn Russ. Cloth. Pp. 184, with illustrations. 
Price $5.75. Grune & Stratton, 381 Fourth 
Avenue, New York City 16, 1957. 


GENERAL TECHNIQUES OF HYPNo. 
TISM. By Andre M. Weitzenhoffer, Ph.D., 
Stanford University and Center for Advanced 
Study in the Behavioral Sciences (1956-1957), 
Stanford, California. Cloth. Pp. 460, with il- 
lustrations. Price $11.50. Grune & Stratton, 
381 Fourth Avenue, New York 16, 1957. 


INTRODUCTION TO ANESTHESIA. The 
Principles of Safe Practice. By Robert D, 
Dripps, M.D., Professor and Chairman, De. 
partment of Anesthesiology, Schools of Medi- 
cine, University of Pennsylvania; Anesthetist, 
Hospital of the University of Pennsylvania, 
Philadelphia, Pennsylvania; James E. Eckenhoff, 
M.D., Professor of Anesthesiology, Schools of 
Medicine, University of Pennsylvania; Anes- 
thetist, Hospital of the University of Pennsyl- 
vania, Philadelphia, Pennsylvania; and Leroy 
D. Vandam, M.D., Clinical Professor of Anes- 
thesia, Harvard Medical School; Director of 
Anesthesia, Peter Bent Brigham Hospital, Bos- 
ton, Massachusetts. Line drawings by Leroy D. 
Vandam, M.D. Cloth. Pp. 266, with illustra- 
tions. Price $4.75. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1957, 


THE CYCLOPEDIA OF MEDICINE, SUR- 
GERY, SPECIALTIES. Part Two. Editor-in- 
Chief, George Morris Piersol, M.D., Professor 
of Medicine and Director of the Center for Re- 
search and Instruction in Physical Medicine, 
Graduate School of Medicine, and Professor of 
Physical Medicine, School of Medicine, Univer- 
sity of Pennsyivania; Assistant Editor, Edward 
L. Bortz, M.D., Associate Professor of Medi- 
cine, Graduate School of Medicine, University 
of Pennsylvania; Past President, American 
Medical Association. 1957 Looseleaf Revision. 
F. A. Davis Company, 1914-16 Cherry St., 
Philadelphia 3, 1957. 


A WONDERFUL GIFT FOR SOMEONE 
— MAYBE THAT SOMEONE IS YOU! 


BUFFALO HIDE 
BOSTON BAG 


You know the Water Buffalo's reputation for 
being a tough customer. His hide's even tougher. 
We were able to acquire a single lot of this 
leather — enough to make up several hundred 
bags at bargain prices. It's top grain, heavy 
stock in dark brown or black. 


REGULAR BOSTON 95 
STYLE, 16” LONG....... 42 
LOW-FORM, SPECIALIST 
STYLE, 16” LONG ........ 


SURGICAL SUPPLIES 
609 College St., Cincinnati 2, Ohio 
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P the sterilizing bag 
. with the 


“BUILT-IN” Indicator 


A. T. I. 


stertLine 
BAG 


now with | 

T new improved 
STERILIZATION 
INDICATOR 


The steriLine Bag, with its exciu- 
sive ‘‘built-in’’ Indicator is now 
improved to give even more accu- 
rate assurance of the sterility of 
needles, syringes and small instru- — 
ments. A new, more sensitive — 
indicator has been perfected. This — 
new Indicator is Purple in color. It — 
changes to Green only after the 
proper combination of time, tem- 
perature, and steam have been 
achieved in your autoclave. The 
new Purple Indicator on the steri- 
Line Bag has several advantages: — 


1. When it has changed to Green 
all hospital personnel will know 
that the contents of the bag 
have been autoclaved. : 


It will not react to temperature 
alone, either in the autociave or _ 
in storage. 


The steriLine Bag, itself, made of — 
high, wet-strength paper with 
steam-proof glue insures safe, 
 $terile handling of your needies, 
syringes and small instruments. 


steriLine Bags as thousands — 
of hospitals are now doing. . 


send for 
FREE SAMPLES 


and prices 


write Dept. JA-12 


ASEPTIC-THERMO 


INDICATOR COMPANY 
11471 VANOWEN STREET 
NORTH HOLLYWOOD, CALIFORNIA 
makers of STEAM-CLOX, COOK-CHEX 
and other sterilizing Indicators. 
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MAY’S MANUAL OF THE DISEASES OF 
THE EYE. For Students and General Practi- 
tioners. Revised and Edited by Charles A. 
Perera, M.D., Associate Clinical Professor, Col- 
lege of Physicians and Surgeons, Columbia 
University, New York; Attending Ophthalmolo- 
gist, Presbyterian Hospital, New York; Con- 
sultant in Ophthalmology, Vassar Brothers Hos- 
pital, Poughkeepsie, New York. Ed. 22. Cloth. 
Pp. 518, with illustrations. Price $6.00. The 
Williams & Wilkins Company, Mount Royal 
and Guilford Aves., Baltimore 2, 1957. 


EAR, NOSE AND THROAT DYSFUNC- 
TIONS DUE TO DEFICIENCIES AND IM- 
BALANCES. By Sam E. Roberts, M.D., As- 
sociate Professor of Otolaryngology, University 
of Kansas School of Medicine; Attending and 
Chief of the Section of Otolaryngology, The 
Research Hospital and The Research Clinic, 
Kansas City, Missouri. Cloth. Pp. 323, with 
graphs. Price $8.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Ave., Spring- 
field, Ill., 1957. 


BASIC PHARMACOLOGY FOR NURSES. 
By Jessie E. Squire, B.A., R.N., M.Ed., In- 
structor, Hayward-Fairmont School of Voca- 
tional Nursing, Hayward Adult and Technical 
School, Hayward Union, High School District, 
Hayward, California. Paper. Pp. 265. Price 
$3.50. The C. V. Mosby Company, 32U." Wash- 
ington Blvd., St. Louis 3, 1957. 


DIGITALIS. Compiled and edited by E. 
Grey Dimond, M.D., Professor and Chairman, 
Department of Medicine; Director, Cardiovas- 
cular Laboratories, University of Kansas Medi- 
cal Center, Kansas City, Kansas. Cloth. Pp. 
255, with graphs. Price $7.00. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1957. 


THE GOOD HOUSEKEEPING BOOK OF 
BABY AND CHILD CARE. By L. Emmett 
Holt, Jr., M.D. Cloth. Pp. 288, with illustra- 
tions. Price $4.95. Appleton-Century-Crofts, 35 
W. 32nd St., New York 1, 1957. 


DIE WIRBELSAULE IN FORSCHUNG 
UND PRAXIS. Band 4. Referatenband 1957. 
Edited by Dr. med. Freimut Beidermann. Pa- 
per. Pp. 159. Hippokrates-Verlag GMBH, Mé- 
rikestrasse 17, Stuttgart 1, Germany, 1957. 


DIE KYPHOSE IM JUGENDALTER. Die 
Wirbelsaule in Forschung und Praxis. Band 2. 
By Prof. Dr. med. Eduard Gintz, Direcktor 
der Orthopadischen Universitatsklinik “Fried- 
richsheim”, Frankfurt am Main. Cloth. Pp. 
148, with illustrations. Hippokrates-Verlag 
GMBH, Morikestrasse 17, Stuttgart 1, Germany, 
1957. 


THE PHYSICIAN’S OWN LIBRARY. Its 
Development, Care and Use. By Mary Louise 
Marshall, Librarian, Rudolph Matas Medical Li- 
brary, Tulane University; Assistant, Orleans 
Parish Medical Society Library, New Orleans, 
Louisiana. Paper. Pp. 87. Price $3.00. Charles 
C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., 1957. 


ORTHOPEDICS FOR THE GENERAL 
PRACTITIONER. By William E. Kenney, 
M.D., Orthopedic Surgeon, Truesdale Hospi- 
tal; Medical Director, Cerebral Palsy Training 
Center, Fall River, Mass.; formerly Instructor 
of Orthopedic Surgery, Yale University School 
of Medicine, New Haven, Conn.; and Carroll 
B. Larson, M.D., F.A.C.S., Professor of Ortho- 
pedic Surgery and Chairman of Department of 
Orthopedic Surgery, State University of Iowa, 
Iowa City, Iowa. Cloth. Pp. 413, with illus- 
trations. Price $11.50. The C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 
1957. 
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Americaine T: 
Anesthetic 


ARNAR-STONE LABORATORIES, INC. 
Mount Prospect, Illinois 
In Canada: Brent Laboratories, Ltd., Terente 


A great clinical cardiolo- 
gist gives you a straight- 
forward account of how 
he manages his heart pa- 
tients today. 


See front cover of this 


Journal for more details. 


W. B. Saunders Company 
West Washington Square 
Philadelphia 5, Pa. 


Please send me Levine — Clinical 
Heart Disease—About $9.00. 
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patients with colds..} sinusitis... rhinitis... 


will appreciate the 
“Novahistine effect” 


When a patient stops sniffling and be- 
gins to breathe freely in a matter of 
minutes...with all air passages clear 
and no sense of jitteriness or nasal 
irritation... he is experiencing the 
*‘Novahistine Effect.” 


THIS EFFECT IS PRODUCED BY 


fast...effective decongestion 


..-combined with antihistaminic 


therapy for synergistic action 


fuller utilization of medication 


through systemic action 
unplug mucous membranes of the 
ial respiratory tract 


Si uffe Up } C safe...easy-to-use...ORAL dosage 


with 


Each 5 cc. teaspoonful of 
the elixir or each tablet 
provides 5.0 mg. of phenyl- 
ephrine HCI and 12.5 mg. 
of prophenpyridamine 
maleate. Novahistine Fortis 
Capsules provide twice the 
amount of phenylephrine 
™ when more potent nasal 
~ decongestion is desired. 
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Changes of address and 


new locations 


Agbabian, Vahagn, from Detroit, Mich., to Grandview Hospital, 
405 Grand Ave., Dayton 5, Ohio 


Bakeman, C. W., from Arcade Bldg., to Blackhurst Bldg., Mid- 
land, Mich. 

Barnes, Frank Allen, from South San Gabriel, Calif., to Los 
Angeles County Osteopathic Hospital, 1100 N. Mission 
Road, Los Angeles 33, Calif. 

Barnett, Thomas, from Roseville, Mich., to 28730 Harper Ave., 
St. Clair Shores, Mich. 

Barone, Frank C., from 1060 N. W. 79th St., to 14508 N. W. 
Seventh Ave., Miami 50, Fla. 

Bennett, Gerald D., from Albany, N. Y., to 612 Highland Ave., 
Needham Heights, Mass. 

Birk, Allan, from Detroit, Mich., to 2080 Walnut Lake Road, 
Birmingham, Mich. 

Bissell, Russell B., COPS ’56; 45 Kihapai St., Kailua, T. H. 

Blair, Arch J., from Cassville, Mo., to Box 123, Troy, Kans. 

Bland, Coburn C., from 1298 Haslett Road, to 5681 Shaw St., 
Haslett, Mich. 

Bolin, Wyman J., from Raymondville, Texas, to Box 511, Lev- 
elland, Texas 

Bookbinder, Marvin, from Boyers, Pa., to 339 E. Cooper St., 
Slippery Rock, Pa. 

Brostman, John R., CCO ’57; Forest Hill Hospital, 924 E. 
152nd St., Cleveland 10, Ohio 

Brown, Roger A., from Saginaw, Mich., to 304 St. Johns Road, 
Camp Hill, Pa. 

Brown, Russell Jay, from Garden City, Mich., to 7233 Lowell 
Blvd., Westminster, Colo. 

Bruner, Harold L., from 905 Central Medical Bldg., to 1930 
Chestnut St., Philadelphia 3, Pa. 

Burns, Robert C., from Grand Prairie, Texas, to Box 86, 
Brownfield, Texas 

Buselmeier, Rudolph E., from Huntington Park, Calif., to 
10181 Laurel Canyon Blvd., Pacoima, Calif. 


Camnitz, Leonard, from Detroit, Mich., to 1249 Marilyn Drive, 
Cape Girardeau, Mo. 

Campbell, Warren, from Pasadena, Calif., to Rock Point Mis- 
sion, Rock Point, Chinle, Ariz. 

Cassett, Norman, from Philadelphia, Pa., to 561 N. E. 79th 
St., Miami 38, Fla. 

Charnov, Arthur R., from 1725 Webb Ave., to 13230 La Salle 
Blvd., Detroit 38, Mich. 

Chauvin, John H., from 1087 Dennison Ave., to 111 W. Third 
Ave., Columbus 1, Ohio 

Cherrey, Morris J., from 1901 Spring Garden St., to 1905 
Spring Garden St., Philadelphia 30, Pa. 

Chimerakis, James C., from Philadelphia, Pa., to 2871 S. W. 
38th Court, Miami 34, Fla. 

Clark, V. G., from Kirksville, Mo., to 513 Kauikeolani Bldg., 
Honolulu 13, T.H. 

Collins, H. L., from Ottawa, IIl., to 1348 14th St., Sarasota, 
Fla. 

Conway, A. W., from Norwalk, Ohio, to 4331 Shroyer Road, 
Dayton 9, Ohio 

Cooper, Gerald J., from Des Moines, Iowa, to 1209 Brady St., 
Davenport, Iowa 

Crandell, B. Robert, from 34619 Michigan Ave., to 2901 New- 
burg Road, Wayne, Mich. 

Cunningham, Charles E., from 1209 Brady St., to 3011 Harri- 
son St., Davenport, Iowa 


Davis, Merritt G., from 1009 Madison St., to 2011 Baynard 
Blvd., Wilmington 2, Del. 
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‘ when the patient’s 


cold or ‘flu 
is complicated 
by bacterial 
infection 


e opens clogged air passages 
e combats secondary 


bacterial invasion 


_ Each Novahistine with Penicillin Capsule contains: 


Phenylephrine hydrochloride 10.0 mg. 
Prophenpyridamine maleate 12.5 mg. 


for the ‘‘Novahistine Effect” 


Penicillin G Potassium 
for potent antibiotic action when 
penicillin-susceptible bacteria are 
secondary invaders 


PITMAN-MOORE COMPANY 


) Division of Allied Laboratories, Inc. 
M rie Indianapolis 6, Indiana 
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complicated by 
useless, exhausting 


Novahistine-DH™ 


(fortified Novahistine with dihydrocodeinone) 


When “head colds” become ‘“‘chest 
colds” Novahistine-DH promptly 
controls coughs and keeps air pas- 
sages of both head and chest clear 
of obstruction. 


Each teaspoonful (5 cc.) of grape-flavored 
Novahistine-DH contains: 


Phenylephrine hydrochloride....... 10 mg. 
Prophenpyridamine maleate. ...... 12.5 mg. 
Dihydrocodeinone bitartrate........ 1.66 mg. 
Chloroform (approx.)............. 13.5 mg. 


Supplied in pint and gallon bottles. 
*Trademark 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 


Delp, William S., from 605 Pawnee St., to 24 E. Fourth St. 
Bethlehem, Pa. 
Dennis, Lawrence A., from Albany, Ore., to Milwaukie Osteo- 
pathic Clinic, Milwaukie, Ore. 
ak sr Gordon, from Box 507, to 124 W. Main St., Stanton, 
ich. 
Dierdorff, Verne H., from Wyandotte, Mich., to 2242 W. Jef- 
ferson Ave., Trenton, Mich. j 
Donovan, H. E., from Raton, N. Mex., to Route 2, Box 530, 
Scottsdale, Ariz. 

Dorfman, Albert from 1529 Hammersley Ave., to 3301 
Sedgwick Ave., Box 51, Bronx 63, N. Y. 

Dott, Raymond N., from 7915 S. Lafayette Ave., to 7948 S. 
Lafayette Ave., Chicago 20, III. 

Dow, Raymond B., from 20010 Ecorse Road, to 22005 Ecorse 

Road, Dearborn, Mich. 


Emerick, Harriette L., from 195 W. Nine Mile Road, to 22720 
Woodward Ave., Ferndale 20, Mich. 


Faber, Edward E., from Myrtle Creek, Ore., to Box 668, Fall 
Brook, Calif. 

Fallick, Alan M., from Philadelphia, Pa., to 1315 Rodgers 
Road, Bristol, Pa. 

Fay, Joseph A., from Portland, Maine, to 678 E. Welch Cause- 
way, Madeira Beach, Fla. 

Fink, Charles A., from 17 N. State St., to 5630 Sheridan Road, 

Chicago 40, 

Fleming, Brady K., from Breckenridge, Mo., to Charles E. 
Still Osteopathic Hospital, 1201 E. Madison St., Jefferson 
City, Mo. 

Ford, Paul A., from Garden Grove, Calif., to 417 W. Centrai 
Ave., Box 6, La Habra, Calif. 

Ford, William Stephenson, from Gig Harbor, Wash., to 106 
W. 19th St., Vancouver, Wash. 

Forrestal, Thomas P., from Fort Worth, Texas, to 810% Mail 
St., Duncan, Okla. 

Fybish, N. Morton, from 37-56 76th St., to 37-24 73rd St., 

Jackson Heights 72, L. I., N. Y. 


Gabelman, Omer P., from Norwood, Colo., to 740 Main St., 
Grand Junction, Colo. 

Gabriel, Speros A., from 405 Grand Ave., to 1534 Salem Ave., 
Dayton 6, Ohio 

Georgeson, Byron P., DMS ’57; Riverside Osteopathic Hospi- 
tal, 165 George St., Trenton, Mich. 

Gephart, Paul J., from Waterville, Maine, to Pompano Beach 
Hospital, 155 Atlantic Ave., Pompano Beach, Fla. 

Gerow, Robert T., from 10500 Whittier, to 10523 Whittier, 
Detroit 24, Mich. 

Greif, Donald D., from Maywood, Calif., to 1809 W. Lomita 
Blvd., Lomita, Calif. 

Groff, Marion A., Jr., from Dallas, Texas, to 417 W. Woodard 
St., Denison, Texas 

Grzywienski, Louis Henry, KCOS ’57; South Bend Osteopathic 
Hospital, 2515 E. Jefferson Blvd., South Bend 15, Ind. 


Haber, George Martin, COPS ’56; 845 Groton Drive, Burbank, 
Calif. 

Haight, Alfred R., from Cincinnati, Ohio, to 107 W. Center 
St., Blanchester, Ohio 

Hallidy, F. E., from 736 Forest Ave., to 29 Hollis Road, Port- 
land, Maine 

Handelsman, Harry, DMS ’56; Dept. of Biology, Brown Uni- 
versity, Providence 12, R. I. 

Hayes, Donald M., from Elmo, Mo., to 2014 Swift Ave., North 
Kansas City 16, Mo. 

Heller, Robert A., from 5283 E. Second St., to 5865 E. Second 
St., Long Beach 3, Calif. 

Helton, Harve J., from Route 4, Box 551, to 3610 Phelps Road, 
Independence, Mo. 

Herzog, Eugene C., Jr., from 4418 Huckleberry Lane, to 513 
Garland St., Flint 2, Mich. 

Hetzler, Frederick V., from 1012 Kahl Bldg., to 608 Kahl 

Bldg., Davenport, Iowa 
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Hoffinan, George F., from Los Angeles, Calif., to 4500 47th 


Ave., Sacramento 22, Calif. 
Holloway, H. R., Jr., from Trenton, Mich., to 22005 Ecorse 
Road, Dearborn, Mich. 
Hoover, Larry C., CCO ’56; 728 N. 46th St., Seattle 3, Wash. 
Horne, Carroll V., from Grand Rapids, Mich., to 424 Huron 
St., South Haven, Mich. 
Houser, William H., CCO ’56; 2306 Madison Ave., Anderson, 
Ind. 
Hoyt, Thomas L., from Dearborn, Mich., to 31515 Joy Road, 
Garden City, Mich. 
Hrachovina, Frederick V., from 2748 Hennepin Ave., to 47 S. 
Ninth St., Minneapolis 2, Minn. 

Hubacher, George D., Jr., from 2715 Jensen Drive, to 1504 
Berry Road, Houston 16, Texas 

Humphrey, Jerome C., from South Gate, Calif., to 210 Iris 
Ave., Corona del Mar, Calif. 

Hunt, Robert M., from 44 N. E. First St. to 155 Atlantic 

Blvd., Pompano Beach, Fla. 


Ingalls, John J., from 420 S. Highland Ave., to 1717 N. Second 
St., El Cajon, Calif. 


to 1071 S. Adams 


Jackson, Myron C., from Pontiac, Mich., 
Road, Rochester, Mich. 


Kahn, Hyman, from Kirksville, Mo., to Stevens Park Osteo- 
pathic Hospital, 1141 N. Hampton Road, Dallas 11, Texas 

Kammerman, Richard F., COPS ’56; 917 N. Broadway, Santa 
Ana, Calif. 

Kantor, Marvin H., from Norwalk, Calif., to 14139 Imperial 
Highway, Whittier, Calif. 

Kaplan, Marvin A., from Los Angeles, Calif., to 7208 Cool- 
grove Drive, Downey, Calif. 

Kennedy, Forrest L., from Fort Worth, Texas, to 104 E. Oak 
St., Mansfield, Texas 

Kimpel, William C., from 23425 S. Western Ave., to 23629 
Arlington Ave., Torrance, Calif. 

King, William S., from 306 Michigan Theatre Bldg., to 1010 
Second St., Muskegon, Mich. 

Kobes, Kenneth J., from 6737 Argyle, S.E., to 6633 Division 
Ave., S., Grand Rapids 8, Mich. 

Kostick, Eugene M., from McAdoo, Pa., to 1503 Luzerne St., 
Bethlehem, Pa. 

Kroh, Charles H., PCO ’56; Doctors Hospital, 1087 Dennison 

ve., Columbus 1, Ohio 


Landau, Jack Lloyd, from 3400 Madera Ave., to 1334 Upton 
Place, Los Angeles 41, Calif. 

Landis, Raymond A., from 416 W. Eighth St., to 3243 Wilshire 
Blvd., Los Angeles 5, Calif. 

Letourneau, Bernard J., from 1060 N. W. 79th St., to 4340 
S. W. 15th St., Miami 34, Fla. 

Levy, Ronald R., COPS ’56; 1533 Yale St., Santa Monica, 
Calif. 

Lickfield, William M., from Richmond, Va., to 5505 Westfield 
Ave., Pennsauken, N. J. 

Llewellyn, Harold W., from 89 Bonnie Lane, to 501 American 
Trust Bldg., Berkeley 4, Calif. 

Lockward, William H., from New Orleans, La., to Dallas Hos- 
pital, Dallas, Ga. 

Logue, Francis M., from 725 Capital Ave., S.W., to 71 S. 20th 
St., Battle Creek, Mich. 

Lycan, John P., from 2 Elizabeth Court, to 1028 Pleasant St., 
Oak Park, 


MackKew, Allan Harvey, from Allen Park, Mich., to 20450 
Van Born Road, Dearborn, Mich. 
Mackey, J. Kevin, from Richardson, Texas, to General De- 
livery, Fort Stockton, Texas 
Magnall, James G., from 5712 E. Second St., to 5865 E. Second 
St., Long Beach 3, Calif. 
Mahoney, Kenneth J., from 757 Congress St., to 43 Forest 
Park, Portland, Maine 
Mallery, William R., from 1401 Thatcher Ave., to Normandy 
Osteopathic Hospital, 7840 Natural Bridge Road, St. Louis 


21, Mo. 
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morphine-like action 
in relief of 


SEVERE PAIN 


NARTATE 


(G. F. Harvey Company Brand of Dipyrone) 
NON-NARCOTIC ANALGESIC-ANTIPYRETIC 


Dramatically effective in relieving pain and fever, 
NARTATE “approaches the ideal analgesic for 
office use.”’* Its action is prompt and prolonged, it 
does not produce sedation or narcosis, and it is not 
habit forming. It is well-tolerated and economical 
for long-term medication. 


INDICATIONS: 
Arthritic and rheumatic pain, carditis, herpes zoster, postopera- 
tive pain, angina pectoris, coronary thrombosis, renal and biliary 
colic, traumatic pain, bursitis, backache, and headache of varied 
etiology. CAUTION: Should not be used in presence of anemia. 


DOSAGE: 


PARENTERAL — for rapid relief, 5 cc. intravenously. 
ORAL — | tablet t.i.d. or q.i.d. 


SUPPLIED: 
VIALS, 10 cc. and 30 cc. TABLETS, bottles of 100 and 1000. 


*Joseph, Morris: Effective Analgesia Without Sedati 
or Narcosis, Clinical Medicine, August 1957 


F ffawey (6: SARATOGA SPRINGS, NEW YORK 


Please send sample and literature on NARTATE 


Name 


Addr 


City Zone State 


} 
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Fortified Digestive Enzymes 


WITH ANTISPASMODIC 


Convertin-H fortifies gastric and 
pancreatic enzymes to aid digestion, 
and supplies an effective antispas- 
modic to combat the spasm. 


Composition: 
Each Convertin-H tablet contains: 


In sugar-coated outer layer 


Homatropine Methylbromide...... 2.5 mg. 

Betaine Hydrochloride.......... 130.0 mg. 
(providing 5 minims diluted Hydrochloric 
Acid U.S.P.) 

Oleoresin Ginger............... 1/600 gr. 

In enteric-coated inner core 

Pancreatin (4x U.S.P.).......... 62.5 mg. 
(equiv. to Pancreatin U.S.P. 250 mg.) 

Desoxycholic Acid.............. 50.0 mg. 


Dose: 1 or 2 tablets with or just after meals. 
Supplied: In bottles of 84 and 500 tablets. 
send for samples 
B. F. Ascher & Co., Inc. 
Ethical Medicinals 


KANSAS CITY, MO. 


Manley, Victor, from Portland, Ore., to Ford Bldg., Vancou- 
ver, Wash. 

Mann, John Irvin, from Burgettstown, Pa., to West Allegheny 
Hospital, Route 1, Oakdale, Pa. 

Matthews, David D., from Matthews Clinic & Hospital, to East 
Plaza, Honey Grove, Texas 

Maughan, Matthew J., CCO ’57; Dallas Osteopathic Hospital, 
5003 Ross Ave., Dallas 6, Texas 

McGraw, Robert Oak, from Marietta, Ohio, to Trent Bldg, 
Mullens, W. Va. 

McIntosh, Jean A., from Tingley, Iowa, to Keosauqua, Iowa 

McKenna, E. H., from Phoenix, Ariz., to 289 W. Broadway, 
Muskegon Heights, Mich. 

McLaughlin, Robert C., DMS ’57; Des Moines General Hos- 
pital, 603 E. 12th St., Des Moines 16, Iowa 

Meehan, Jack W., from 114 Orleans Ave., to 725 Capital Ave., 
S.W., Battle Creek, Mich. 

Millard, Lester C., from Gouverneur, N. Y., to 7 E. Main St., 
Canton, N. Y. 

Miller, Herbert C., from South Bend, Ind., to 808 Virginia 
St., Walkerton, Ind. 

Miller, W. A., from Jet, Okla., to 403 W. Main St., Healdton, 
Okla. 

Mines, Julian L., from 1449 N. Gardner St., to 3540 Multiview 
Drive, Los Angeles 28, Calif. 

Mitchell, William D., from 221 S. 50th St. to 4944 Walnut 
St., Philadelphia 39, Pa. 

Mohammed, Harry, from Jackson, Mich., to 2426 E. Tenth 
St., Anderson, Ind. 

Montgomery, Harold L., from Saginaw, Mich., to 1113 Nor- 
walk St., Delano, Calif. 

Mott, James B., from Moulton, Texas, to Box 1248, Denver 
City, Texas 

Muscari, Pietro J., Jr., from Saginaw, Mich., to 1916 Gates 

St., Reese, Mich. 


Nelson, Leland B., from Kansas City, Mo., to Box 242, O’Don- 
nell, Texas 

Nelson, Robert J., from 165 George St., to 3272 West Road, 

Trenton, Mich. 

Nuhn, John H., from Port Huron, Mich., to 614 11th Ave., 

Mio, Mich. 


O’Donnell, Alfred J., from Bangor, Maine, to 47 Maple St., 
Madison, Maine 

Olson, Ken R., from 26021 Coolidge Highway, to 26601 Cool- 
idge Highway, Oak Park 37, Mich. 

Orons, Stanley, from Philadelphia, Pa., to 6845 Radbourne 
Road, Upper Darby, Pa. 


Palmer, James Duane, from 159 S. Main St., to 122 S. Maine 
St., Lakeside, Calif. 

Peckins, Howard C. B., from Flint, Mich., to 425 S. State St. 
Davison, Mich. 

Pennock, D. S. B., from Philadelphia, Pa. to 36 Llandillo 
Road, Havertown, Pa. 

Peterson, Walter D., from 20010 Ecorse Road, to 22005 Ecorse 
Road, Dearborn, Mich. 

Pine, Frank, from Bayonne, N. J., to 3 W. Stiegel St., Man- 
heim, Pa. 

Piwoz, Seymour, from 1421 Greeby St., to 7600 Lexington 
Ave., Philadelphia 15, Pa. 

Platt, John T., from Los Angeles, Calif., to 20238 Saticoy St., 
Canoga Park, Calif. 

Putman, John H., COPS ’56; 1305 S. Pacific Coast Highway, 
Redondo Beach, Calif. 

Pyle, Wellden, Jr., PCO ’56; N. Baltimore St., Dillsburg, Pa. 


Quick, Roy T., from West Palm Beach, Fla., to 522 25th St., 
W., Bradentown, Fla. 


Randazzo, Michael R., from Bloomfield Hills, Mich., to 4075 
W. Maple Road, Birmingham, Mich. 
Raskin, Martin B., from Kew Gardens, L.I., N. Y., to 11 


Edgemere Drive, Searington, L.I., N. Y. 


Journat A.O.A. 


| ‘pervous indigestion 
l. ASM 


Reed, William Beck, from Youngstown, Ohio, to 725 Capital 
Ave., S.W., Battle Creek, Mich. 

Reilly, Richard E., from 404 S. E. 80th St, to 4848 N. E. 
102nd Ave., Portland 20, Ore. 

Reiss, Bertram, from 6011 Fallbrook Ave, to 6013 Fallbrook 
Ave, Woodland Hills, Calif 

Rheinfrank, Robert E., from 1608 S. Boston Ave., to 815 S. 
Denver Ave., Tulsa 19, Okla. 

Rhine, Irwin, from New Milford, N. J., to 292 Beachwood 
Road, Oradell, N. J. 

Rice, Theodore, from 2427 Townsend, to 15174 Lahser Road, 
Detroit 23, Mich. 

Rodgers, William H., from Corpus Christi, Texas, to 2319 
McKee, Houston 9, Texas 

Rooney, Raymond F., from Cuyahoga Falls, Ohio, to 7012 
Columbia Road, Olmsted Falls, Ohio 

Rose, Donald Harold, from Pacoima, Calif., to Still Osteo- 
pathic Hospital, 725 Sixth Ave., Des Moines 9, Iowa 

Rosenthal, Ellis A., from 536 Park ‘Ave., to 534 Park Ave., 
Cranston 7, R. I. 

Rostek, Sigmund, from Concord, Mich., to 34853 Gratiot Ave., 
Mount Clemens, Mich. 

Roth, Gilbert, from Des Moines, Iowa, to 24770 Harding St., 
Oak Park 37, Mich. 

Rothstein, Morton H., from Lancaster, Pa., to 3287 Jerusalem 

Ave., Wantagh, L. I., N. Y. 


Sabato, Joseph C., from 15 W. Flint St., Box 97, to 66 Park 
Blvd., Lake Orion, Mich. 

Sanders, H. W., from Houston, Texas, to 1416 Bennett Ave., 
Dallas 6, Texas 

San Filippo, Anthony J., from Newark, N. J., to 308 Spring- 
field Ave., Berkeley Heights, N. J. 

Schmidt, Allan G., from Albuquerque, N. Mex., to 368 Bird- 
rock Ave., La Jolla, Calif. 

Schneiderman, Allan R., from Los Angeles, Calif., to 272 Siena 
Drive, Long Beach 3, Calif. 

Schreiber, Harold, from Philadelphia, Pa., to 123 W. German- 
town Pike, Penn Square Village, Norristown, Pa. 

Seablom, Maxine, from Sedalia, Mo., to 9913 Menaul Blvd., 
N.E., Albuquerque, N. Mex. 

Sheridan, D. E., Jr., from Waterville, Maine, to Clinton, Maine 

Sherman, Robert John, from Allentown, Pa., to 4415 Spruce 
St., Philadelphia 4, Pa. 

Simmer, John N., from 1711 Stamford Road, Box 44, to 105 
N. Washington St., Ypsilanti, Mich. : 

Sinclair, R. S., from Detroit, Mich., to 18536 Mack Ave., 
Grosse Pointe Farms 36, Mich. 

Smith, Frederick R., from Los Angeles, Calif., to 41 Carr St., 
Watsonville, Calif. 

Smith, James W., from Chicago, IIl., to 415 S. Federal High- 
way, Dania, Fla. 

Snowfleet, Wallace B., from Muskegon, Mich. to 408 W. 
Exchange, Spring Lake, Mich. 

Richard K., PCO ’56; 868 Wyoming St., Allentown, 

Pa. 

Spirtos, Jack N., DMS ’57; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 

Stefanich, William J., from Youngstown, Ohio, to 16 N. Main 
St., Rittman, Ohio 

Stein, Harry I., from 3025 W. Diamond St., to 1930 Chestnut 
St., Philadelphia 3, Pa. 

Stoddard, Genevieve G., from 1203 Equitable Bldg., to 2343 
Easton Blvd., Des Moines 17, Iowa 

Sullivan, James J., from 765 E. Hamilton Ave., to 2818%4 N 

Saginaw St., Flint 5, Mich. 


Tibbetts, R. W., from 925 N. Broadway, to 2025 N. Broadway, 
Santa Ana, Calif. 

Tolly, Warren H., KCOS ’57; 2004 Parkwood Ave., Toledo 2, 
Ohio 

Tomashevski, Henry L., from Dearborn, Mich., to 3042 First 
St., Wyandotte, Mich. 

Tong, Jack Dare, from Hayward, Calif., to 13500 Judd St., 

Pacoima, Calif. 
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ARBASED 


ACETYLCARBROMAL TABLETS 


® Proved safe and effective by 6 years’ 
clinical use. 


® Soothes the central nervous system, 
produces calmness without hypnosis. 


® Non-toxic, non-cumulative, non-ad- 
dicting, no known contraindications. 


© Does not impair mental or physical 
function. 


® Orally effective within 30 minutes 
for sustained action up to 6 hours. 


Economical. 


Indications: Tension, nervousness, 
anxiety and muscular spasm. 
Supplied: White round tablets 
Acetylcarbromal 5 gr. in bottles 
of 100, 1000. 


‘Write for samples and literature 


There's Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 
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Van O’Linda, Calvin H., from Harrisburg, Pa., to Kirksville 
College of Osteopathy & Surgery, Kirksville, Mo. 

Vernier, William J., DMS ’57; Riverside Osteopathic Hospital, 
165 George St., Trenton, Mich. 


Walker, Walter J., from 210 W. Second St., to 345 Cheney 
St., Reno, Nev. 

Weathers, William Anthony, from Malin, Ore., to Hale Center, 
Texas 

Weaver, Charlotte, from 259 S. Main St., to 1145 Copley 
Road, Akron 20, Ohio 

Weaver, Frank M., from Bethlehem, Pa., to 1540 Walnut St., 
Allentown, Pa. 

Weintraub, Jack, from San Fernando, Calif., to 10235 Sepul- 
veda Blvd., Sepulveda, Calif. 
Westwood, A. H., from 2658 Bayview Drive, to Las Olas 
Hospital, 1516 E. Las Olas Blvd., Fort Lauderdale, Fla. 
Williams, Floyd S., from 7865 Merrick St., to 22005 Ecorse 
Road, Dearborn, Mich. 

Williams, Harry H., from Box 821, to Box 906, Havana, Fla. 

Willoughby, Thomas Marsh, from Sioux City, Iowa, to 118% 
Main St., Lenox, Iowa 

Wilson, William M., from Box 938, to Box 396, Muldrow, 
Okla. 

Wing, Thick G., from 2525 Griffith Ave., to 817-A S. Ver- 
mont Ave., Los Angeles 5, Calif. 

Winston, Stephen J., COPS ’56; 11501 S. Atlantic Blvd., Lyn- 
wood, Calif. 

Woods, Rachel Hodges, from Des Moines, Iowa, to Still- 
Hildreth Osteopathic Sanatorium, Macon, Mo. 

Woods, John M., from Des Moines, Iowa, to Still-Hildreth 
Osteopathic Sanatorium, Macon, Mo. 


Yeoham, James A., from Kirksville, Mo., to The Doctors 
Hospital of St. Petersburg, Inc., 401 15th St. N., St. 
Petersburg 5, Fla. 


Zieger Allen, from 4244 Livernois Ave., to 4228 Livernois 
Ave., Detroit 10, Mich. 

Zimmerman, Robert A., from 101 E. Avalon St., to 925 N. 
Broadway, Santa Ana, Calif. 


Applications 


for membership 


CALIFORNIA 
Resnick, L. Paul, (Renewal) 6433 Whittier Blvd., Los Angeles 
22 
Simon, David J., (Renewal) College of Osteopathic Physicians 
& Surgeons, Rehabilitation Center, 1739 Griffin Ave., Los 
Angeles 31 
Groth, Lois V., 1290 Woodbury Road, Pasadena 


FLORIDA 
Holliday, C. R., (Renewal) Goldenrod 
Holliday, Lillie O., (Renewal) Goldenrod 
MASSACHUSETTS 
Muir, Wallace P., (Renewal) 687 Boylston St., Boston 16 
MICHIGAN 
Hendricks, Frank J., (Renewal) 1375 Penobscot Bldg., Detroit 
26 


MINNESOTA 
Johnson, Elsa L., (Renewal) Box 164, Iron 


MISSOURI 
Nelson, Floyd E., (Renewal) Gallatin 


PENNSYLVANIA 
Ambler, Ronald E., (Renewal) 1121 W. Main St., Norristown 
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comprehensive physiologic supplement 


each Kapseal contains: 


VITAMINS 
Vitamin A 1,667 Units (0.5 mg} 
Vitamin By; mononitrate 0.67 mg. 
Ascorbic acid 33.3. mg. 
Nicotinamide 16.7 meg. 
Vitamin Bo 0.67 meg. 
Vitamin Bg 0.5 meg. 
Vitamin with intrinsic 
factor-concentrate 0,033 USP Unit (oral) 
Folic acid 0.1 mg. 
Choline bitartrate 6.67 mg. 
Pantothenic acid 
{as the sodium salt) 5 mg. 
MINERALS 
Ferrous sulfate (exsiccated) 16.7 mg. 
lodine {as potassium iodide) 0.05 mg. 
Caicium carbonate 66.7 me. 


DIGESTIVE ENZYMES 


Taka-Diastase® 20 mg. 
Pancreatin 133.3 mg. 


PROTEIN IMPROVEMENT FACTORS 


I-Lysine monohydrochioride 66.7 mg. 
di-Methionine 16:7 meg. 


GONADAL HCRMONES 


Methyl testosterone 1.67 mg. 
Theelin 0.167 mg, 
DOSAGE: 


One Kapseal three times daily before meals. 
Female patients should follow each 21-day course 
with a 7-day rest interval. 


PACKAGING: 
ELDEC Kapseals are avatiable in bottles of 100. 
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PATIENTS ON 


“MEDIATRIC” 


CAN EXPECT 


A HEALTHIER, 
HAPPIER 
“SECOND FORTY 


YEARS" 


Steroid-Nutritional Therapy 
Provides a 
Constructive Approach 


in Preventive Geriatrics 


“MEDIATRIC; 


AYERST LABORATORIES 
New York, N.Y. ¢ Montreal, Canada 
5659 ‘ 


1958 EDITION 
‘READY FOR 


records are 
to keep! 


The Daily Log for Physicians is a common- 
sense bookkeeping system that requires 
no special training—yet stops ‘‘profit- 
leaks’ and protects against tax troubles. 
Fully dated—looseleaf—inexpensive. A 
standard record keeping system of the 
profession since 1927. Satisfaction 
guaranteed. 

Regular Edition—one 36 line page a 
day, one volume, dated for calendar 
year 1958—$7.75. Double Log Edition 
—two facing pages of 36 lines for each 
day, two volumes, dated for calendar 
year 1958—$13.50. 

ORDER DIRECT OR WRITE FOR 
MORE COMPLETE INFORMATION 


COLWELL PUBLISHING CO. 


265 UNIVERSITY AVE. CHAMPAIGN, ILL. 


UNITED 
A Mutual Investment Fund 


7 


Check (W) for the prospectus 
and descriptive literature you 
would like to receive: 


UNITED SCIENCE FUND 
UNITED INCOME FUND 
UNITED CONTINENTAL FUND 


UNITED ACCUMULATIVE FUND 


WADDELL & REED, inc. 


Principal Underwriters 


Offices Coast to Coast 
20 WEST 9TH, KANSAS CITY 5, MO. 
40 WALL ST., NEW YORK 5, N. Y. 


Journat A.O.A. 


Goo MAILING 
| 
I 
ae 
: : 
4 s 
s 
4 
4 7 
4 
s 
a 
4 s 
: 
7 
. 
s 
+ s 
s 
s 
s 
4 
122 


FINGER SPLINT ASSORTMENT 


No. 288 


A very handy as- 
sortment of thirteen 
often used finger 
splints. All alumi- 
num, transparent 
to X-Ray. Conven- 
iently packaged. Be 
prepared for emer- 
gencies. Order now! 
$4.30 per box. 


NEW GP CATALOG! 


Our new catalog of DePuy Fracture 
Equipment for the general prac- 
titioner is now ready. It’s helpful 
and informative .... yours for 
the asking. 


SINCE 1895 — STANDARD OF QUALITY 


DePuy Manufacturing Company, Inc. 


WARSAW, INDIANA 


YOUNG’S 
RECTAL 
DILATORS 


FOR RECTAL AND VAGINAL USE 


Rectally For: Gently stretch tight, spas- 
© Spastic Constipation tic, or hypertrophic sphinc- 
ters. Help train defecation 
reflex, reduce tonus, induce 
mild peristalsis. In gradu- 
ated sizes for progressive 
therapy. Infants: In flex- 
ible rubber. Children and 
Adults: In bakelite. 


Vaginally For: 


Dyspareunia 
Vaginismus 
@ Perineal Repair 


Send for Literature 


Ty F. E. YOUNG AND COMPANY 


8057 Stony Island Ave., Chicago 17, Ill. 


START 1958 
WITH A SUBSCRIPTION 
TO THE 


Clinical 


Orthopaedics 


Series 


Edited by ANTHONY F. DePALMA, M.D., with 
8 Associate Editors, 10 Advisory Editors and 15 
Corresponding Editors. 


A continuing series of bound volumes published 
two volumes a year under the auspices of the 
Association of Bone and Joint Surgeons. Its 
purpose is to provide an outlet for important 
new orthopedic material on special subjects and 
get it promptly into the hands of practicing 
surgeons. 
Now completing its 5th year of publication, 
Clinical Orthopedics has become a recognize 
authority and a permanent line of communica- 
tion between orthopedics and the allied spe- 
cialties. 
“The high professional standards set by the 
previous volumes in this series have been 
maintained . . . The same attractive design, 
effective use of illustrations and general skill- 
ful preparation... ” 

—Journal of the American Osteopathic 

Association 

The first 5 numbers in the series have been 
oversubscribed. Currently Available: #6 “Pres- 
ent-Day Status of Endoprosthesis.” #7 “Tumors 
of Bone.” #8 “Chronic Hereditary Diseases 
and Developmental Anomalies.” #9 “The Path- 
ologic Physiology of Metabolic Bone Disor- 
ders.” Forthcoming: #10 “Affections_ of 
Growth Centers (Epiphyses, Apophyses)” (Fall, 
1957). #11 “Orthopedic Surgery in the Geriat- 
ric Patient” (Spring, 1958). #12 “Rehabilita- 
tion” (Fall, 1958). #13 “The Hand—Part I” 
(Spring, 1959). 14 “The Hand—Part II” 


(Fall, 1959). #15 “The Foot” (Spring, 1960). 
275-350 Pages in Each Issue, Two Volumes Yearly. 
Illustrated. Single Copies $7.50. Annual Sub- 
scription $12.00. 


LIPPINCOTT 

J. B, LIPPINCOTT 

COMPANY, 

East Washington Square, 

Philadelphia 5, Pa. 

Avenue, Montreal 6, P.Q. 

Please enter my order and send me: 

(0 CLINICAL ORTHOPAEDICS SERIES 


(mext two issues) 12.00 
C Single Volume (give number).......... 7.50 


Payments 

CITY. ZONE....STATE...... Payment Enclosed 

JAOA-12-57 


Vow. 57, Dec. 1957 


Fe 
—~. 
PBC 
if: 
— 
a 
123 


24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will 1 be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


A new sense of freedom restores the “cardiac cripple” 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 


Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 


Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


Peritrate’ 


{brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


Journat A.O.A. 
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Aloe, A. S., Co., 66 

American Cyanamid Co., 4 
American Meat Institute, 8 

Ames Co., 16, 61 

Arnar-Stone Laboratories, Inc., 113 
Ascher, B. F., Co., 118 

Aseptic Thermo Indicator Co., 113 
Ayerst Laboratories, 122 


Bard-Parker Co., Inc., 96 
Borcherdt Malt Extract Co., 110 


Bristol Laboratories, Insert Between 16 


& 17, 62 & 63, 84-85 


Bristol-Myers Co., Cover 2, 18, 34, 77 


Burdick Corporation, 106 


Burroughs Wellcome & Co., Inc., 82 


Camp, S. H., Co., 125 

Carnation Co., 24, 52 

Chatham Pharmaceuticals, Inc., 99 
Chicago Pharmacal Co., 98 

Ciba Pharmaceuticals, Cover 4, 71 
Cole Chemical Co., 35 

Colwell Publishing Co., 122 


Dartell Laboratories, 108 
De Puy Mfg. Co., 123 
Desitin Chemical Co., 97 
Dietene Co., 103 

Doho Chemical Corp., 68 
Dome Chemicals, Inc., 94 


Eaton Laboratories, 5.-6.-7, 36-37, 44-45 


Endo Products Co., 101 


Gerber Products, 49 


Harvey, The G. F., Co., 117 
Hobart Laboratories, 95 
Holland-Rantos Co., Inc., 58 
Homemakers’ Products Corp., 72 


Knox Gelatine, Chas. B., Co., Inc., 12-13 


Lakeside Laboratories, Inc., 48 
Lea & Febiger, 56 


Lederle Laboratories, 9, 23, 43, 63, 81 
Leeming, Thomas & Co., Inc., 87, 89 


Lilly, Eli, & Co., 67, 86 
Lippincott, J. B., Co., 123 
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General Electric Co., (X-Ray Dept.), 17 


Maltbie Lab. Div., (Wallace & Tiernan, 
nc.), 66 

Mallard, Inc., 119 

Massengill, S. E., & Co., Insert Between 
94 & 95 

— Laboratories, Inc., 25, 53, 55, 60, 
3 

Mead Johnson & Co., 22, 47, 70 

Merck, Sharp & Dohme, Inc., 54 

Merrell, William S., Co., 27 


National Drug Co., 57 
Organon, Inc., 102 


Parke, Davis & Co., 19, 56, 69, 120-121 
Pet Milk Co., 126 

Pfizer, Chas., & Co., Inc., 30-31, 79 
Pitman-Moore Co., 114-115-116 
Professional Printing Co., 69 


Riker Laboratories, Cover 3, 42, 83 
Robins, A. H., Co., 28-29, 72, 90, 109 
Roche Laboratories, Insert Between 32 & 


3 
Rorer, William H., Inc., 105 


Sandoz Pharmaceutical Co., 93 

Saunders, B., Co., Cover 1, 113 

Schenlabs Pharmaceuticals, Inc., 32 

Schering Corp., 3 

Sherman Laboratories, 88 

Shield Laboratories, 51 

Smith-Dorsey, Insert Between 78 & 79 

Smith, Kline & French Labs, 14-15, 46, 
59, 74, 80 

Squibb, E. R., & Sons, 10 

Strasenburgh, R. J., Co., 11, 91 

Stuart Co., 62 


Taylor Instruments Co., 111 
Tutag, S. J., Co., 107 


U. S. Vitamin Corp., 92 


Vitaminerals, Inc., 26 


Waddell & Reed, Inc., 122 
Wallace Laboratories, 75 
Warner-Chilcott Laboratories, 1, 76, 124 
Welch-Allyn Co., 104 

White Laboratories, 38, 100 

Whittier Laboratories, 66 

Winthrop Laboratories, 20-21, 33, 78 
Wocher, Max, & Sons, 112 

Wyeth Laboratories, 39-40-41, 50 


Young, F. E., & Co., 123 


immobilising the 
lumbosacral 


region 


When diagnosis in- 
dicates need for 
immobilization of 
the entire lumbo- 
sacral region, a 
Camp Authorized 
Dealer will provide 
your patient with 
an immediate, pro- 
fessional fitting of 
a Camp garment 
designed specifical- 
ly for the job. Your 


patients have the assurance of com- 


fort through superior construction, and 
economy through Camp’s low prices. 


APPLIANCES 
JACKSON, MICHIGAN 


SUPPORTS 
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Even marble may sometimes seem less ada- 


mant than those overweight patients whose 


problems stem from too-high caloric 


intake... 


Instant Pet Nonfat Dry Milk can be helpful 


in such cases. Instant Pet can easily help lower 


caloric intake and still maintain the intake of 


essential milk nutrients . . . high-quality 


protein, calcium, B-vitamins. 


Reconstituted, Instant Pet is delicious milk- 


without-fat .. . refreshing as a beverage, an 


ideal ingredient for cutting calories in foods 


made with milk. It can be used conveniently, 


as an ingredient, in dry form. And however | ' 


used, it supplies only Aa/f the calories of an 


equal amount of whole milk . . . costs as 


little as 8 cents a quart. > a 


| LARGE ECONOMY Size 


INSTANT PET NONFAT DRY MILK a 
supplies essential milk nourishment 


with minimum caloric intake 


PET MILK COMPANY « ARCADE BUILDING e ST. LOUIS 1, MISSOURI 
126 Journat A.O.A. 


how to whittle waistlines 
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low 
back 
pain 


begins to yield in hours 


“|... is an orally effective and 
safe antispasmodic drug. Re- 
sults are prompt, and gratify- 
ing to the patient. The number 
of office visits ... is reduced 
significantly. The dosage 
schedule is simple... side 
actions are minimal...” 
“No toxic side actions were 
noted.” 


Finch, J. Orphenadrine {Disipal) in 
Skeletal Muscle Cisorders. To be published. 


Dosage: 1 tabiet (50 mg.) t.i.d. 
In Parkinsonism when used in 
combination with other drugs, 
smaller dosage may suffice. 


*Trademark of Brocades-Stheeman q Brand of Orphenadrine HCl 


& Pharmacia. U.S. Patent No. 
2,567,351. Other patents pending. 


in parkinsonis™ 
Highly selective action 
energizing against weak- 
ness: fatigue: aaynania 
and akinesia potent 
against gialorrhess dia- 
phores!S» oculogy"@ and 
sens rigidity and tremor ee 
even in glaucom@ 
53, 
\. 


Brighten 
the day 


overcome 
depression, fatigue, lethargy 


improve 


spirits and performance 
with 


Ritalin 


hydrochloride 
(methylphenidate hydrochloride CBA) 


...new mild smooth-acting antide- 
pressant and stimulant, chemically 
unrelated to the amphetamines. 

- Ritalin brightens outlook and 
renews vigor—overcomes drug seda- 
tive effects—often improves behav- 
ior in the elderly. In most cases, 
Ritalin does not overstimulate, has 
little or no effect on appetite, blood 
pressure or pulse rate. 

AVERAGE DOSAGE: 10 mg. b.i.d. or t.i.d. 


SUPPLIED: Tablets, 5 mg. (yellow), 10 mg. 
(light blue), 20 mg. (peach-colored) 


INDICATIONS: 


. the depressed 

the psychically fatigued 
the apathetic 
the oversedated 
the moody 
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